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ADDRESSES AND ORIGINAL ARTICLES | 


disorders are due to inadequate or imperfect handlin 

ERRORS IN DIAGNOSIS * | of the patient during the preliminary interrogation. 

By ApotpHe ABRAHAMS, O.B.E., M.D. Cams., | The anamnesis may be invaluable ; it is often indis- 
F.R.CP. Lonp pensable to a correct diagnosis; but in certain 

scene eal : ; | instances the réle of cross-examination is negligible. 
an, ab aan aa ee | In the attempt to obtain corroborative evidence from 
a patient it requires some tact and much patience to 
decide between useful information and garrulous 
A LECTURER who chooses this not unfamiliar imbecility. The manner of the interrogator makes 
subject is inevitably upon the horns of a dilemma. | all the difference in the world to the nervous or 
On the one hand it demands almost superhuman | suspicious patient, who feels that his sentiments are 
courage to select material from his own humiliating | being palpated, and his conscience auscultated long 

experiences, and with the best of intentions it is | before the physical examination begins. 

only human nature to develop amblyopia and deafness In this connexion it may be added how great a 
in respect to one’s own deficiences. On the other! mistake it is to say too much too soon. Once the 
hand, the more comfortable method of enumerating diagnosis is out of the doctor’s mouth he is certain 


the mistakes of others carries with it an unworthy _to be overwhelmed with questions about the probable 
sense of triumphant condemnation as well as the | 


P Rye . geo | course and duration of the illness. And until his 
implication of personal infallibility. diagnosis is as reasonably certain as any diagnosis 

Nearly twenty years ago I composed a paper On can be certain, it is far better to refrain from any 
the material derived from a series of lectures, 34 in | 


: m a 8é unqualified opinion. Even to name a disease or 
number, delivered by distinguished consultants and | condition may be fraught with disaster. Armed with 
specialists, each of whom dealt with the common 


‘ A ; < this, the patient or a relative proceeds to look it up, 
mistakes which he had encountered in his own | and so learns all the horrors which may be expected 
specialty, almost invariably, I may add, at the hands | jn the way of possible complications and termination. 
of somebody else. At that time I analysed and | Some doctors take a pride in dispensing all available 
synthesised the impressions acquired from these | information to their patients on the principle that 
lectures, and produced what I felt justified in calling | they have a right to know, quite independently of 

‘Common Errors in Diagnosis.” But it is not a good | the patients’ ability to understand the technicalities 
title. A common error in one mans opinion 18 &) in their proper proportions, or of their own ability 
most uncommon one in another’s. The criterion of | to describe lucidly and simply. Others go to the 
difficulty is an arbitrary elastic one, and it is better to | other extreme of pontifical profundity clothed in 
avoid any such qualification and consider the subject | absolute silence. Doubtless there is, as usual, a 
as a whole. happy mean. I am not at all sure that the over- 

THE CAUSES OF MISTAKES _ cautious man who acquires a reputation as an alarmist 

In the classification of the causes of mistakes in | is not criticised for his mistakes more sharply than 
diagnosis there is scope for ingenuity and resource. | his cheery breezy opposite, who seems congenitally 
You may differentiate mistakes as pardonable and | incapable of ever imagining the existence of a grave 
unpardonable. Or you may classify them under the | disease. After all what, in the majority of cases, the 
two headings—things which we miss altogether, and | patient and his friends are concerned about is not 
things which we mistake for others. Or as negative | the academic beauties of differential diagnosis, but 
errors—i.e., overlooking signs which are present— | whether and how soon he is going to recover. They 
and positive errors, the discovery of mares’ nests, | are not in the least interested in the doctor's impres- 
exaggeration of the negligible, or inability to recognise | sions of structural changes in the organs affected, 
the limits of the normal. Or, again, as mistakes | and they cannot possibly share his solicitude. They 











arising from the incomplete observation of facts, 


and those which are conclusions drawn from inade- | 


quate evidence. These classifications overlap, and 
are to some extent tautologous ; but before concluding 
this enumeration of possible classifications one is 


reminded of the perpetrations traceable to such inborn | 


errors of character as apathy, indifference, careless- 
ness, and conceit. Osler said that the physician, 


like the Christian, has three great foes: ignorance, | 


which is sin ; apathy, which is the world ; and vice, 
which is the devil. Vice will comprise nearly all 
causes of serious mistakes in diagnosis, if under vice 
we include failing to take sufficient care. 

The first possible cause of faulty diagnosis is that 
which may occur before the patient is seen, when 
judgment is unalterably warped by some prepossession 


or inculcated prejudice. The method of avoidance is | 
obvious, if not always easy. Another cause may | 


be as summarily dismissed: mistakes which arise 
from bad manners, tactlessness, or mismanagement. 
Here there underlies a fundamental mistake—that 
the doctor has mistaken his vocation. Most mistakes 
in the diagnosis of gastro-intestinal diseases and 





A See lecture delivered at Westminster Hospital 
“ser 


want his opinion upon the possibility of repairing the 
damaged machine, or, alternatively, upon the pros- 
pects of its continuing to run in its irreparable state. 


The uncertainty in regard to such questions makes a 
cautious answer imperative. For diagnosis is but the 
balance of probabilities, and often we are seduced 
into making a diagnosis before the pendulum has 


stopped swinging. A revision upon more mature 


consideration and further investigation may com- 
pletely alter the prognosis, a volte-face which will 
never be understood and rarely forgiven. Occasionally, 
of course, the physician with a wrong diagnosis 
arrives at a correct prognosis or, as it is popularly 


| said, he gains on the swings what he loses on the 


roundabouts ; but such good fortune is too rare to 
be counted upon. 


Mistakes due to Ignorance 


To turn now to the classification of the causes of 
errors of diagnosis on clinical grounds, first there is 
ignorance. Ignorance is always relative. For purposes 
of discussion I would distinguish gross, moderate, 
and condonable ignorance. Gross ignorance is natur- 
ally very rare, but occasionally one encounters 
examples which leave a sense of wonder that the 
N 


yee 


ee ee 
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portals of qualification could ever have been passed. 
{ was once asked to see a condition of “acute 
metritis ’’ four days after delivery, when the large 
pyriform swelling in the abdomen was the bladder 
containing half a gallon of urine. And to forget that 
wax in the ears is a common cause of deafness might 
be included in this category. 

Ignorance of the fundamentals, though not so 
extreme as to be labelled gross ignorance, is the 
diagnosis of articular rheumatism before the age of 
two, when scurvy or acute epiphysitis is overlooked. 
Ignorance of the symptoms and physical signs of 
early phthisis because apical dullness is not present. 
The popular identification of certain substances in 
the motions of infants as food residues, which are 
really insoluble soaps. Ignorance in the proper use of 
drugs, especially of those with a specific action— 
salicylates in rheumatism, quinine in malaria, 
urotropin in bacilluria, digitalis in auricular fibrilla- 
tion ; these are examples of drugs with a diagnostic 
value. One encounters instances when a diagnosis 
has been abandoned because the specific action of 
the drug has not been obtained, although quite 
inadequate doses have been administered. 

As condonable ignorance I would refer to the want 
of acquaintance with comparatively rare diseases. 
Occasionally the tyro makes a brilliant diagnosis 
through his very ignorance of how rare such a condi- 
tion is. In this category I am particularly thinking of 
what we term new diseases, with the somewhat 
disquieting reflection that they must hitherto have 
been there all the time and overlooked. Consider, 
for example, the fever due to the Brucella abortus ; 
the disease, psittacosis ; the syndrome known under 
the name of Plummer-Vinson ; and the microcytic 
anz#mias of women which Witts has made so familiar. 
I remember some 18 years ago being introduced to 
what the demonstrator described as the rarest disease 
in the world—congenital familial steatorrhea. On 
the very next afternoon the first patient to enter my 
room was an example of this disease, of which until 
the previous day I had never heard. According to 
one’s opportunity to keep au courant with medical 
literature, the failure to identify relatively rare diseases 
is more or less condonable. But on the whole we do 
not worry over such failures; rather the opposite is 
to be deprecated, the mistake of too frequently expect- 
ing or identifying the rare and unusual. 


Inexperience or Faulty Judgment 

These are only with some artificiality separated 
from the preceding. Perhaps as an instance of a 
distinction relating to inexperience one may cite 
mistakes arising from inability to judge cardiac and, 
a fortiori, pulmonary sounds at their proper value 
when the limits of the normal can be estimated only 
after prolonged experience. Most of us have seen 
instances of functional albuminuria treated for years 
as examples of nephritis. A reduplicated first sound 
is not always distinguished from a presystolic murmur, 
and unnecessary hardship in the way of restricting 
activities not avoided. An obstinate case of rheu- 
matism localised to one joint may be treated as 
tuberculosis ; a child who is merely deaf may be 
condemned as mentally defective. 

I have already mentioned phthisis as an example 
of a disease which in its early stages may be overlooked 
through ignorance; somewhat similar mistakes 
attributable to inexperience may be multiplied in 
every branch of medicine. The least experienced can 
diagnose a case of disseminated sclerosis when all the 
classical signs and symptoms are so obvious that they 
can be recognised with a telescope from the end of a 





road. Trivial early signs quite insignificant to the 
novice will be identified by the man of experience. 
Varying degrees of experience with instruments of 
precision put us all into a number of grades and classes 
as the eye and ear are trained, as at one time I suppose 
the sense of smell was also used. Judgment in assessing 
the value of pathological and other evidence which 
is to be employed in establishing a diagnosis naturally 
demands profound experience of pathologists, their 
work, and the relation of their work to clinical 
medicine. 

On the social side there is no limit to the judgment 
of human nature. The young doctor has to learn 
that pregnancy can never be excluded on a priori 
grounds of spinsterhood, separation, widowhood, 


social position, or the assertion that it is impossible. 
To overlook or wrongly to diagnose pregnancy is 
one of the mistakes which will never be forgiven. 


Mistakes due to Obsession 

It is no impertinence to submit that not even the 
most experienced can be entirely immune to this 
cause of error. Whatever one’s intentions, it is often 
impossible to avoid concentrating the attention upon 
a certain hypothesis and unconsciously distorting 
the circumstances to agree with it, whilst blinding 
oneself to other conditions which might have ensured 
revision of judgment. I once saw a class of 14 
experienced general practitioners examining a swelling 
in the right iliac fossa. The demonstrator had 
skilfully directed their attention to abdominal 
conditions, and restricted himself to their differential 
diagnosis. As a consequence not one thought of 
examining the spine, which would at once have 
revealed caries as a source of the swelling, a tuberculous 
abscess. 

The specialist is naturally prone to dwell upon the 
particular features of his specialty, and only a good 
general training can combat a perpetual tendency 
towards this obsession and preserve a proper sense 
of values. Dr. Robert Hutchison quotes the example 
of a chest specialist unable to consider the usual 
causes of an ischio-rectal abscess because he had once 
heard of or seen an empyema pointing in that situa- 
tion! A dry throat considered as a local lesion may 
be overlooked as an accompaniment of diabetes, a 
laryngeal spasm as a manifestation of locomotor 
ataxia, a stuffy nose as an indication for thyroid 
extract. 

An almost inevitable cause of obsession arises from 
the traditional expectation of encountering a second 
example of some relatively rare condition shortly 
after one has appeared, and this is associated with 
the error of diagnosing on a general superficial 
resemblance to something recently seen. Apparently 
no amount of persuasion to the contrary will destroy 
the inclination to rely upon a supposed tendency 
of rarities to run in couples, trios, or even groups. 
And although teachers of medicine are perpetually 
pointing out the folly embodied in the second fallacy, 
no amount of experience appears to confer immunity. 
After a particularly brilliant diagnosis, the observer 
is frequently incapable of forgetting his success, 
and, during this period of incapacity, judgment is 
warped and the diagnostic field is thrown out of 
focus. 

As a rather special form of obsession there is the 
overlooking of the more serious of two simultaneous 
conditions. It is always advanced as a good general 
principle to include all symptoms so far as possible 
under one cause, but this is not absolute. The less 
serious condition which is first observed naturally 
attracts chief attention—e.g., malignant disease of 
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the upper end of the rectum may in itself give rise 
to very few symptoms, but by pressure cause hemor- 
rhoids. Recently I correctly diagnosed gall-stones 
in @ woman with characteristic symptoms, but 
overlooked a carcinoma of the stomach discovered at 
operation for the other condition. 


Failure to Think Anatomically 


It was ©. B. Lockwood, always to be gratefully 
remembered by his pupils as a remarkable clinical 
teacher, who perpetually emphasised the import- 
ance of thinking anatomically. I recall the simplicity, 
yet the almost uncanny skill, with which the source 
for dysphagia was isolated in an inflamed gland 
beneath the sternomastoid muscle as he proceeded 
down the route of deglutition from the tongue 
itself. Reflex phenomena—e.g., otalgia from carious 
teeth, cough or hiccup of aural origin, abdominal 
pain in a child due to spinal caries, or in an adult 
to cardiac disease, these are a few obvious and 
commonplace examples of applied anatomy, examples 
which might be indefinitely multiplied. A recent 
experience is worth recording. A girl of 17 was 
exhibited to a number of experienced physicians and 
surgeons, all of whom diagnosed bilateral parotid 
tumour, and discoursed exhaustively on the possible 
causes of such tumours, until a final contributor to 
the discussion pointed out that anatomically con- 
sidered the swellings could not possibly be of the 
parotid glands, that an entirely different explanation 
must therefore be forthcoming, and that the tumours 
were in fact lipomata. 


Incomplete Examination 


It is no exaggeration to protest that nearly all 
avoidable mistakes can be included in this category. 
How many really important mistakes would be 
avoided if we made it an invariable rule to examine 
at least perfunctorily from head to foot, including 
urinalysis and the use of the ophthalmoscope, the 
clinical thermometer, the hxmoglobinometer, and 
the sphygmomanometer ? The range of examination 
may be indefinitely extended, but I suggest this as 
a kind of irreducible minimum which would act as a 
net, coarse enough to be of practical application, yet 
fine enough to retain the greater bulk of morbid 
conditions generally encountered. 

Many grave errors result from simple neglect to 
take the temperature, and, one may add, to take it 
properly. Headache and seediness exact much 
more respect if fever is found to be present. Pain 
in the side may be neuralgia or muscular rheumatism 
or indigestion or some other trifle, but accompanied 
by a raised temperature at once suggests the possi- 
bility of pleurisy, splenic infarct, or other grave 
condition. Whilst the association of pyrexia with 
abdominal pain at once labels the complaint as 
serious, demanding an order for bed and further 
searching examination. 

The thermometer may supply a warning that the 
course of an illness which has been correctly 
diagnosed is not proceeding normally—e.g., in 
pneumonia the development of an empyema; in 
rheumatic fever the onset of pericarditis or endo- 
carditis. Or it may indicate the development of 
some complication in an illness in which the usual 
course is apyrexial. 

What are the causes of incomplete examination ? 
First of all, because there is no time, owing to extreme 
pressure of work, for more than what a photographer 
would term a snapshot diagnosis. Utterly unpardon- 
able is the diagnosis made upon the patient’s sympto- 





matic description without examining the part. How 
many times has “rheumatism” been let out of a 
swelling with a scalpel? In my own experience I 
have seen sarcoma, osteomyelitis, popliteal aneurysm, 
and acute epiphysitis masquerading under this 
popular ready-made diagnosis. 

Whatever the complaint, and however preposterous 
the symptomatology, the region complained of must 
at least be looked at and undergo at least a cursory 
examination secundum artem. Neglect of this funda- 
mental can admit of no defence. During the war I 
saw two R.A.M.C. officers suffer the most severe 
reprimand for stigmatising a man as a malingerer, 
and neglecting to examine him for his chronic backache. 
He had a huge aortic aneurysm visible at a distance 
of several yards. Undue reliance upon a symptom 
or physical sign often encourages neglect of further 
examination. I may instance a patient treated for 
12 months for “ cystitis.” The abdomen had never 
been examined or a large tumour infiltrating the 
bladder would have been discovered. As another 
example edema of the feet in a man attributed to 
anemia. He had anemia, it is true; in any case 
a most unsatisfactory explanation of wdema, but 
the anemia was due to secondary malignant glands 
pressing upon the inferior vena cava, the primary 
source of which was a large painless tumour of the 
testis. The coexistence of glycosuria with a wasted 
leg was diagnosed as diabetic neuritis and protracted 
anti-diabetic treatment was ordered. It had not been 
observed, however, that the knee-jerk was brisk, and 
that the hip was fixed. It was, in fact, a case of 
old tuberculous arthritis, and the glycosuria was a 
transient accompaniment of hyperthyroidism. 

Alternatively it sometimes happens that in a very 
obscure case there is an undue tendency to presume 
the importance of some positive discovery simply 
because one is happy to find anything positive. In 
this respect one thinks of the ubiquitous Wassermann 
reaction or of a bacilluria which, though merely a 
saphrophytic association, distracts attention from 
the deep-seated more elusive lesion which is really 
responsible for the illness. 


ACCEPTANCE OF AUTHORITY 


Incomplete examination may arise from a blind 
acceptance of somebody else’s authority. Here one 
treads upon very thin ice. Naturally, to appear to 
cast doubt upon the value of a colleague’s observations 
by repeating his examinations is liable to give offence, 
yet the unquestioned acceptance of his results may 
lead to disaster. 

Inexplicable high or low blood pressures lose their 
mystery when it is evident that the apparatus must 
have been inaccurate. Absent tendon-jerks which 
have puzzled one observer and confuse the issue are 
found to be really brisk if a patellar hammer be 
employed. On one never-to-be-forgotten occasion I 
refrained from a digital examination of the rectum 
because I had been assured that a very eminent 
predecessor had only 24 hours previously passed this 
asnormal. On the following day a third less confiding 
examiner humiliated me by finding an obvious growth 
within easy access. 

In the matter of physical signs, however great the 
authority of previous examiners, one’s own individual 
judgment should be formed. I feel that none of us 
ought ever to be offended at the scrutiny of our 
observations. If we are right we shall be confirmed ; 
if we are wrong it is best to be corrected ; and if it is 
a matter of interpretation difference of opinion is 
legitimate. 
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SUBORDINATION OF CLINICAL TO EXTRA CLINICAL 
METHODS 


The invasion of pathology and radiology into the 
field of investigation is, of course, an infinitely 
progressive one. And it is perhaps inevitable, though 
unfortunate, that clinicians tend more and more to 
seek short cuts in diagnosis by invoking the assist- 
ance of one or other or both of these colleagues. 
Admittedly there are occasions when an absolute 
diagnosis is rapidly and unequivocably obtained by 
some pathological or radiological investigation. But 
the timid clinician is sometimes inclined too readily 
to distrust his own acumen and yield to the dogmatic 
pronouncements of film or slide which do not consort 
with his clinical impressions. 

It is well to refer to the sources of error in such an 
attitude. In the first place, although the explanation 
cannot apply in many instances it is by no means 
unknown for the wrong radiogram or pathological 
report to be submitted, and no amount of precaution 
can ever entirely eliminate this possibility. Clerical 
errors may be responsible. I have seen the omission 
of a digit on two occasions with overwhelming con- 
sequence—a blood-urea examination, for example, 
returned as 24 mg. per cent. when 240 was intended. 
But putting these avoidable sources of error on one 
side, it must be admitted that pathologists and 
radiologists vary considerably both in skill of per- 
formance and of interpretation. I have seen the 
most serious consequences follow the return of a 
positive Wassermann reaction accepted at its face 
value, when other pathologists unhesitatingly returned 
a negative. Misleading reports as to infections, total 
and differential leucocyte counts, and agglutination 
tests have led to weeks of weary investigation resulting 
from the unquestioned acceptance of these results as 
excluding or indicating certain diseases. 

Pathological results are often invaluable, they are 
generally valuable, they are sometimes embarrassing. 
They are to be used in their proper relation to 
diagnosis, and it is quite wrong to accept the ipse 
dixit of any pathologist, either as a substitute for 
clinical examination or as a negation of any clinical 
opinion with which it may not accord. And as 
regards the radiologist, improving technique shows 
how many mistakes have occurred in the past from 
faulty conclusions dependent on the angle of the 
rays or other technical causes, from the misinter- 
pretation of the nature of an opaque body, or 
when the elaboration of special methods such as 
Graham’s test, reveals errors which are not at first 
realised. To accept the dogmatic pronouncement 
that since there is no X ray evidence of cholecystitis 
or cancer of the stomach these conditions must be 
excluded is a dangerous source of error which most 
clinicians have had cause to deplore. 


LAZINESS 


As an easily avoidable cause of insufficient 
examination laziness must unhappily be included. 
Laziness has led to the employment of labour-saving 
apparatus. There is a preposterous instrument 
which promises that the chest may be auscultated 
without the preliminary precaution of removing the 
patient’s clothes. It may possibly spare the physician 
the occasional disadvantage of the unattractive 
aroma of disrobing out-patient humanity. And it 
may easily lead to the diagnosis of all sorts of supposed 
pulmonary and pleural sounds which result from the 
creaking of a pair of leather braces. Furthermore, 
one can hardly encourage the handicap of endeavouring 
to hear slight modifications of the breath sounds 





through a coat, waistcoat, shirt, three vests, and a 
chest protector. It is just as well too to examine 
the whole of the chest, and not restrict oneself to an 
obviously abnormal part. I have twice seen early 
tubercle of the right apex diagnosed because the note 
at this apex was flatter and the breath sounds were 
louder. But a pleural effusion at the left base had 
been overlooked which had compressed the left lung 
and caused hyper-resonance of the left apex. Thus 
the not uncofiimon mistake of not recognising the 
abnormal side of the chest might have been avoided 
by complete examination. 

Examination of the whole of the body is particularly 
necessary when a rash is present. Toxemia, sore- 
throat, and a rash may suggest an acute specific fever 
until a full examination reveals an incompletely 
healed sore on the penis and enlarged lymphatic 
glands. It is sometimes advanced as an excuse 
that the patient objected to some special examination. 
But if he cannot be convinced that the examination 
is necessary his case had better be abandoned, for it 
is better to lose a patient than lose a reputation. 


Unavoidable Mistakes 


Our critics may inquire if any such exist. There 
is certainly room for such a category. There are 
occasions when, according to sound principles, you 
are wrong, but right by mere chance; and, after 
all, we are judged by results. There are occasions 
when mistakes are avoided by sheer good luck, and 
occasions when mistakes occur on such relatively 
unimportant occasions that happily the only result 
is a determination never to make them again. 

An old man was sent into hospital for sciatica of 
six weeks’ duration. He had no sign of sciatic 
neuritis, he was labelled neurotic, and was on the 
eve of discharge with a somewhat uncomplimentary 
diagnosis when an enterprising house physician asked 
for a radiogram of the spine to exclude new growth. 
There was no new growth, but the radiogram revealed 
an ununited fracture of the femur, and although 
there was clinically no evidence of a fracture, excepting 
the pain of which he complained, and no history of 
any accident or injury which might be held respon- 
sible, had he been discharged and subsequently 
investigated elsewhere there would have been no 
excuse for the error and no mercy for the perpetrators. 

There are some diseases and lesions with such 
anomalous and contradictory signs that in their 
diagnosis it would be wrong to be right. Take intra 
cranial tumours, for example, and let me quote a 
few mistakes admitted by a master of his art. A 
pineal tumour with no sign of genital hypertrophy or 
precocity. A tumour of the corpus callosum, unac- 
companied by headache, vomiting, or optic neuritis, 
regarded as a case of hysteria. Another in the corpora 
quadrigemina which ran to its termination without 
palsy of ocular movements, auditory disturbance, or 
cerebellar symptoms. One recalls the famous rebuke 
of Samuel Gee to a clinical clerk who had daringly 
assumed the existence of two symmetrical central 
abscesses in the fronto-parietal regions which autopsy 
showed to be the actual lesion. ‘‘ You were right, 
you see, but—you had no business to be!” 


INDUSTRIAL ACCIDENTS IN THE IRISH FREE STATE. 
The report for 1931 under the Factories and Workshops 
Act, recently issued, states that the number of accidents 
notified in the Irish Free State —— 
as compared with 860 in 1930, and 1 
accidents were 9 in number, compared with 12 and 23 in 


the year was 738, 
88 in 1929. Fatal 


the two 
182, or 
trade. 


receding years. The largest number of accidents— 
4-7 per cent.—occurred in the locomotive building 
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TESTS FOR RESPIRATORY EFFICIENCY 
WITH SPECIAL REFERENCE TO THE MERCURY U-TUBE 


By Atan Moncrierr, M.D., M.R.C.P. Lonp.* 


PHYSICIAN FOR DISEASES OF CHILDREN AT THE BOLINGBROKE 
F HOSPITAL 


(From the he eg and a Departments, 
Middlesex Hospital, London) 


THE need for some straightforward methods of 
estimating the degree of efficiency or failure of the 
respiratory apparatus has been expressed by many 
writers, dating from the first spirometric experiments 
of Jonathan Hutchinson.' Dyspnea is essentially a 
subjective phenomenon, and from the rudimentary 
method of taking the number of pillows required for 
comfort as a guide to the degree of failure of the 
combined cardiovascular and respiratory systems to 
more complicated methods of testing the ventilation 
capacity, &c., clinicians and physiologists have 
sought to find some objective standards. The litera- 
ture is strewn with suggested methods, mostly dis- 
carded for various reasons. In recent years a more 
urgent need for some way of estimating the state of 
efficiency of the respiratory apparatus has arisen in 
connexion with the development of thoracic surgery. 
R. A. Young,? in the Lumleian lectures for 1929, 
referred to various points with regard to the selection 
of patients for operations on the chest, and in 1930, 
at Winnipeg, he* spoke of the assessment of the 
patient’s suitability and capacity. He referred to 
the high standard set by urological surgeons in respect 
to efficiency tests of the system with which they 
proposed to interfere, and expressed an opinion that 
there was scope for research into the measurement 
of respiratory efficiency. He suggested, for example, 
estimations of the vital capacity and tidal air and 
their relationship. The work here reported and 
other work in progress is an attempt to carry out 
such research. 

Renal efficiency tests are performed as routine 
measures before major operations on any part of the 
genito-urinary system. Such tests are based upon 
physiological conceptions of the normal functional 
capacity of the system, and have also a more limited 
sphere of usefulness in connexion with general 
medicine and obstetrics. Respiratory efficiency tests 
have so far lamentably failed to give any but the 
slightest help to physicians or surgeons engaged in 
clinical problems. Not only would some means of 
estimating the degree of respiratory failure be of 
great value in patients before any surgical procedure 
was carried out on the lungs, but there would also 
be very valuable applications in other branches of 
medicine and surgery. Quantitive estimation of the 
progress in cardiovascular failure would be aided by 
such tests, while in the industrial field disability in 
cases of silicosis might be assessable by some such 
means. In treatises on the surgery of the lungs there 
is for the most part no mention whatever of any 
tests for respiratory efficiency. Morriston Davies * 
makes no mention of the possibility of such tests. 
Alexander,® in his monograph, speaks of the dangers 
in the early days of thoracoplasty operations when 
many patients died of acute respiratory insufficiency, 
but in his otherwise excellent account of pre-opera- 
tive preparation he does not refer to investigation of 
the capacity of the patient’s respiratory apparatus. 


* Working with a personal part-time grant from the Medical 
Research Council. 





Various Types of Test 

It is proposed in the first instance to discuss what 
tests are already available which have some basis 
on physiological conceptions. There are, firstly, 
various elementary points which can be determined 
on a routine clinical examination, such as respiratory 
rate, whether accessory muscles of respiration are in 
use, size of chest, degree of pathological lesion, 
together with blood counts, especially estimation 
of hemoglobin, and possibly also determination of 
blood-gases in arterial and venous blood. Most of 
these methods of estimating respiratory efficiency 
are, of course, employed at the present time, and a 
judicial summing up of evidence thus afforded enables 
the trained clinician to reach a fairly satisfactory 
conclusion. It must be noted, however, that so 
many factors are concerned in producing deviations 
from the normal in any of these methods that results 
obtained are necessarily haphazard and in many 
instances quite unsatisfactory. 

A second series of tests for respiratory efficiency 
are concerned with measurement of the vital capacity 
and its component parts, the tidal air, supplementary 
air, and complementary air. The advantage of such 
tests is that it requires very little training for a 
patient to be able to blow into a spirometer and 
exact figures are easily obtained as to the quantita- 
tive capacity of the lungs. The disadvantage of such 
tests lies in the difficulty of knowing the normal 
standards for individual patients. The formula 
devised by Dreyer,* for example, has been criticised 
by subsequent writers, and no measurement of the 
lung volume can be complete without a knowledge 
of the residual air, the estimation of which requires 
a more complicated proceeding not always applicable 
to the sick patient. The estimation of the ‘‘ dead 
space’ of the lungs is another possible method of 
arriving at an objective measurement of the degree 
of respiratory failure for, as Haldane’ and others 
have emphasised, this “space”? must be regarded 
as a physiological rather than as a strict anatomical 
conception. The estimation of lung volumes requires 
a satisfactory spirometer, preferably of the recording 
type, and for patients suffering from disease of the 
lungs it is essential that observations are not pro- 
longed. Sampling of the alveolar air by any of the 
usual methods is generally very difficult with un- 
trained subjects, and many of the results are unreliable 
unless the exact tidal air volume is known at the 
same time. Work on this aspect of the subject, 
where a ten-minute experimental period is used to 
obtain the vital capacity and, by means of sampling 
the alveolar air from the mouth-piece of the apparatus, 
figures from which the “dead space” can be calcu- 
lated, is in progress and will be the subject of a future 
communication. 

A third series of tests for respiratory efficiency are 
concerned with various “ indices ” devised principally 
to give some idea of the ventilating power of the 
respiratory apparatus. Some of these were discussed 
in two previous papers,* ® where a new index, “ the 
ventilation equivalent for oxygen,” was described. 
Other possible methods in this group include the 
‘‘dyspnea ratio” of Hunt and Dufton,’® the 
‘*factors”’ devised by Bazett™ for testing the 
respiratory efficiency of air pilots, and, more recently, 
the ‘“‘ ventilation index ” of Harrison and others.!? }* 
The advantage of such methods is that they provide 
a numerical statement of the degree of respiratory 
efficiency or failure, but the grave disadvantage is 
present for all of them that normal figures may 
provide a too rigid standard, and wide deviations 
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may be possible in health. Further, there is a danger | 
that a figure calculated from some mathematical 
formula may be regarded as giving information 
which is not justifiably deducible from the original 
data. For example, in all discussions on the venti- 
lating power of the lung there is always the need for 
correlating the actual ventilation to the body’s 
requirements as regards oxygen intake and carbon 
dioxide output at that moment. The patient with 
diabetic coma will show a “ ventilation equivalent 
for oxygen ’’ many times the normal, but this is no 
indication that the respiratory apparatus is inefficient. 
It is necessary, however, to bear in mind these various 
formula to see whether, taken in conjunction with 
other data, they may prove of value. 

Lastly come determinations of the expiratory 
force and sustaining power of the respiratory apparatus 
as tested with the mercury U-tube. This test, which 
has the great merit of simplicity, and is easy to apply 
to untrained subjects, was apparently first used by 
Stephen Hales,’* who described in 1769 a method of 
measuring the force of respiration by means of an 
“inverted syphon ”’ filled with mercury. The test 
has been used in modern times by various workers 
since its reintroduction by Flack '*?° for use in con- 
nexion with standards of respiratory efficiency for 
air pilots. It has been used for the investigations 
with which this paper is concerned, and its value 
will be discussed below in more detail. 


Mercury U-tube Tests 


The apparatus (Fig. 1) employed is a piece of stout 
capillary glass tubing with a bore of approximately 
1-5 mm. in diameter. Each limb of the tube is 30 cm. 
long, joined by the lower ends to form a U-shape. 
The upper end of 
one limb is turned 
at a right angle to 
produce a side-piece 
about 3 cm. long, to 
which rubber 
pressure tubing 2 to 
3 ft. in length is 
attached. Into the 
free end of this is 
inserted a glass 
mouth-piece cone 
sisting of a small 
funnel, flattened, 
with a small bar 
connecting the two 
flanges across the 
middle to prevent 
the subject from 
obstructing the 
opening with the 
tongue. The U-tube 
is mounted on a 
wooden frame, in the 
middle of which is 
fixed an adjustable 
scale reading in 
millimetres. The 
mouth-piecé is kept 
hanging into a solu- 
tion of lysol between 
each experiment, 
and is washed in 
water and dried immediately before use. Other 
requirements are a stop-watch and a nose-clip. 

The subject is seated before a table on which the 
apparatus stands (Fig.2). In the present investigation 
no attempt has been made to conceal the scale from 
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Flack’s U-tube. Photo by the 
makers, Hawksley and Sons, 
London. 
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the subject, who was invited to codperate as heartily 
as possible in the proceedings. Two tests with the 
mercury U-tube were carried out following the 
instructions laid down in the pamphlet issued by 
the Air Ministry (‘“‘The Medical Examination for 
Fitness for Flying” '’). These instructions are as 
follows :— 


_ ‘‘ Measurement of expiratory force.—The subject is 
instructed to hold his lips round the mouth-piece with the 
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The U-tube in use. 


thumb and forefinger of each hand, at the same time pressing 
against the cheeks. After drawing in a full inspiration 
through the nose, he is told to blow the mercury steadily 
as high as possible, strongly contracting the abdominal 
muscles during the process. On no account must the subject 
be allowed to swing the mercury up violently nor to persist 
in trying to force it up after it has started to fall. The reason 
for holding the cheeks is that it has been found that in some 
cases the mercury may be forced ye abnormal heights by 
the action of the cheek muscles. he number of mm. Hg 
reached by the person’s best efforts is recorded.” (Italics 
in original.) 

In the present experiment a preliminary “trial 
blow” to feel the weight of the mercury was 
permitted, followed by three efforts, the best of 
which was recorded. 

The second test is carried out as follows :— 

*“* Endurance test (40 mm. mercury U-tube test).—With the 
nose clipped, the candidate is asked to empty the lungs 
completely, inhale fully, blow the mercury to the height of 
40 mm. and maintain it there without breathing as long as 
possible, the pulse being counted in periods of five seconds 
during the performance of the test.” 

The resting pulse was recorded at the beginning 
of the preceding test for measuring the expiratory 
force and again between the two tests, the pause 
being prolonged until the pulse-rate was the same 
as at the beginning. Only one effort was allowed in 
this second test, as fatigue and repetition introduce 
complicating factors. 

The subjects used in the investigation were drawn 
from the casualty medical department of the Middle- 
sex Hospital.t Only those patients with no obvious 
disease of the lungs or cardiovascular system were 
used, and the various diseases from which the sub- 
jects for the test suffered included skin disorders, 
arthritis, all forms of functional abdominal com- 
plaints, neuralgia, sciatica, giddiness, and various 
types of “nervous depression.” The patients 
were invited “to have their lungs tested,’ and 

+ For permission to do this I am indebted to the medical 


committee of the Middlesex Hospital. To the casualty officers 
who have helped me to select subjects I am also deeply grateful. 
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altogether 103 patients were examined, 39 men 
and 64 women, this sex difference being due 
entirely to the predominance of women at the 
out-patient sessions when the tests were per- 
formed. The average ages were 35 for the men 
(limits 17 to 66) and 42 for the women (limits 21 
to 70). 

The patients were all presumably “healthy ”’ as 
regards their respiratory apparatus, but could not 
be regarded as very “fit’’ in a general sense for, 
with the exception of certain of the patients with 
skin diseases, they would not otherwise have been 
attending hospital. They can, however, be regarded 
as a fair sample of the “‘ hospital population,” and 


should serve as a basis for standards for tests which: 


it is proposed to apply to similar patients with dis- 
ordered respiratory function. There are several 
fallacies, however, about using patients suffering 
from ‘‘nervous depression,’”” or from abdominal 
complaints, which will be discussed later. 


RESULTS 


Expiratory force.—The average for all the men was 
88 mm. Hg, with limits of 55 to 120 mm. Hg. For 
the women these figures were 51 mm. Hg, and limits 
20 to 100 mm. Hg. Among the 64 women, however, 
were 10 who have been labelled ‘‘ non-coéperators,” 
as they would not really try to carry out the test, 
and their results were poor. Excluding these, 
54 women gave an average of 58 mm. Hg, with limits 
30 to 100 mm. Hg. According to the Air Force 
standards the average for normal persons is about 
110 mm. Hg, and under 80 mm. is considered to 
indicate respiratory inefficiency. Of the present 


series 11 out of 39 men failed to reach 80 mm. (28 per | 


cent. failures), and only 3 of the women reached 
80 mm., representing a failure rate of 94 per cent., 
excluding the non-coéperators. 

Endurance test (40 mm, mercury test).—Among 
the men there were 3 “non-sustainers ’’—i.e., 
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time less than 40 seconds is very unsatisfactory.” 
Of the present subjects 25 of the men failed according 
to these standards (69 per cent.), and only 1 woman 
passed over 40 seconds. The results of these two 
tests are represented graphically in Figs. 3 and 4. 
In connexion 
with the en- 
durance test 
the pulse re- 
sponse is re- 
garded as 
being of 
equal if not 
of greater 
importance 
than the 
actual time 
achieved. 
According to 
the Air Force 
standards “a 
large rise in 
pulse - rate, 
e.g., from 72 
to 132 or 144, 
is unsatis- BSz 3 
factory.”” We Hou D2aQYd 
have taken =~ 
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|the highest pulse readings. 


the pulse MAXIMUM REACHED 
|rate in the Chart showing the maxima reached in the 
|second and sustaining 40 mm. Hg test. 

| third period 

of five seconds from the beginning of the test 
|as a basis for estimating the pulse response of the 
subject, since in most instances these periods gave 
Of the 36 men, 7 
| showed a pulse-rate of 132 or over in one or other 
or both of these five-second periods. Two of these, 
however, were nervous subjects with a resting pulse 
of 144 and 120 respectively. Hence it may be said 
that only 5 failed (14 per cent.) in 
this test on the basis of the pulse 
response. Among the 37 women 
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Chart showing the maxima reached in the expiratory force test. 


subjects who could not keep the Hg at the level 
of 40 mm. for longer than a few seconds. The remain- 
ing 36 men gave an average of 33 seconds (limits 
15 to 56 seconds). Among the women the 10 non- 
coéperators were excluded from this second test, 
and there were a further 17 non-sustainers. The 
remaining 37 women gave an average of 24 seconds 
(limits 15 to 55 seconds). 

According to the Air Force standards the average 
time should be between 50 and 60 seconds, and “a 


there were 6 in whom the pulse 
reached 132 or over in the second 
or third (or both) five-second 
periods. One of these had a rest- 
ing pulse of 108, so that in this 
group there were likewise five 
failures. 

Reviewing these results as a 
whole, it is obvious that the 
number of patients examined is 
small, but since no selection was 
made except on the lines laid 
down, the results do represent 
roughly the respiratory efficiency 
of the hospital population as 
viewed against the standards of the 
Air Force. The psychological 
factor is an important one in these 
tests and the urge to succeed was 
absent in many subjects, notice- 
ably those with various forms of nervous depression. 
The importance of the abdominal muscles in the tests 
| must also be remembered, and it may be that patients 
| with abdominal pains of whatever origin may not 
|give the response that they might do in perfect 
health. (In none of the patients tested was any pain 
| present at the time of examination.) The best 
|response (55 seconds) among the women in the 
| endurance tests came from a patient, aged 26 years, 
‘who was a singer and a swimmer, while another 
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woman patient of the same age, also a singer, could 
only manage 17 seconds. Both of these subjects 
expressed self-satisfaction with their power to control 
the respiratory apparatus, and their subjective 
similarity was in striking contrast to the objective 
differences obtained. A male subject who managed 
120 mm. Hg in the expiratory force test could only 
sustain for nine seconds, and he explained his 
disability as due to his having been severely gassed 
in the war. Apart from this single big difference, it 
may be remarked, that, in general, the results of the 
two tests ran parallel. 

It should also be noted with regard to the poor 
results obtained in the endurance test that the level 
of 40 mm. Hg was used throughout, unless the 
subject had only reached a lower level with the 
expiratory force test. Obviously with an average 
for the latter test of 100 mm. Hg in the Air Force 
standard the level of 40 mm. for the endurance test 
is a long way below the maximum possible. In a 
series such as this with averages of 88 mm. (men) 
and 51-2 mm. (women) the 40 mm. level is approach- 
ing much too closely tothe maximum. In certain cases 
it actually represented the maximum effort obtained. 

Comparison of the results obtained is therefore not 
strictly possible, but the Air Force standards are 
widely used as standards for respiratory efficiency, 
and it becomes important to discuss their ultimate 
value for the clinician. 


PREVIOUS WORK 


The physiological significance of the mercury 
U-tube tests has been explored by various writers. 
Flack and Burton !* conclude as follows :— 

“ Both tests may be taken as affording indication of the 
ventilation ca: ity of the individual and of his susceptibility, 
as manif through the action of the medullary centres, 
to increase of carbon-dioxide and of diminution of oxygen 
in the alveolar air.” 

The pulse-rate during the test is also urged as import- 
ant. Subsequent workers have dealt with certain 
other aspects of the question, and their conclusions 
will be briefly summarised. Hambley and McSwiney ** 
used a modification of the endurance test, counting 
the pulse-rate before and after the mercury had been 
held at 40 mm. for 20 seconds. They reported 
differences in the response obtained according to 
whether the subjects were fatigued or not. Cripps,*° 
in a valuable report, gives the results of applying 
the Air Force efficiency tests to men and women. 
She took the results obtained from over 1000 candi- 
dates for the Air Force, and compared these with 
results from nearly 500 women (students at Bedford 
College, students at the South-Western Physical 
Training College, and a group of civil servants). For 
the women she reduced the level of mercury for the 
endurance test to 20 mm. of mercury, so her results 
are not strictly comparable with those here reported. 
She found uniformly lesser mean values in women 
than in men. The Bedford College students gave 
slightly better results than the other groups, and these 
were, for the respiratory force, an average of approxi- 
mately 78 mm. Hg, and for the endurance test 
(20 mm. Hg) 45 seconds. Warner and Hambley ™ 
studied the physiological mechanisms in association 
with the endurance test at 40 mm. Hg. They empha- 
sise the importance of good abdominal tone for success 
in this test. With Pembrey™ the same authors 
investigated various aspects of physical fitness, using 
the endurance test as one of several tests. They 
concluded that the mercury manometer test (at 
40° mm.) was not a test of physical fitness, and 
emphasised that the pulse records in association with 





exercise afforded the best test for general physical 
efficiency. Schneider, working in connexion with 
the American Air Force, has discussed Flack’s two 
tests. He thinks the test for expiratory force is 
unquestionably a measure ef the power of the abdo- 
minal and other expiratory muscles. The endurance 
test for his subjects gave an average of 52-2 seconds. 
He mentions the importance of practice in these 
tests, and thinks that both tests require too much 
voluntary attention and hearty codperation on the 
part of the patient, both tests being to some extent 
psychological. 
, Discussion 

Ip discussing tests for the efficiency of any system 
of the body it is important to determine at the outset 
some sort of answer to the question “efficient for 
what purpose?” Lungs which might be regarded 
as inefficient for air pilots, flying at high altitudes, 
may still carry out their functions perfectly for the 
civilian population, and although inefficient by Air 
Force standards, a patient’s respiratory apparatus 
may yet be in a healthy enough state to stand opera- 
tive interference without failure. Flack,’* in his 
enthusiasm for the subject of respiratory efficiency, 
attempted to suggest that the averages obtained 
from Air Force pilots and cadets could be adopted 
as standards for the general community. Such 
generalisation would seem as a result of this small 
investigation quite unjustified. Cripps*® is also 
strongly of this opinion in her report, and indeed 
she questions whether physiological respiratory tests 
can be used as guides to the particular conditions 
they have been held to interpret. It seems justifiable 
to conclude that even if Flack’s tests are applicable 
as tests for respiratory efficiency, fresh standards 
for the general population, and especially for the 
less physically fit members of the population, must 
be determined before they can be applied to the 
problems outlined in the introductory section of 
this paper. The variations were enormous in the 
present series, the psychological influence was strongly 
marked in many subjects, and taken alone Flack’s 
tests have really afforded very little help in arriving 
at some answer to the questions—is this patient's 
respiratory apparatus functioning properly? And, 
if not, what is the degree of failure ? 


Summary 

The various tests which have been employed for 
estimating the efficiency of the respiratory apparatus 
are described and briefly discussed. The results of 
@ special investigation of the mercury U-tube tests 
of Flack for a group of hospital patients are given. 
It is shown that so many factors enter into the 
results of these tests, psychological as well as the 
efficiency of other systems and parts of the body 
such as the abdominal muscles, that taken alone such 
tests have probably little value for the special purpose 
of investigating respiratory efficiency before thoracic 
surgery is carried out. In any case the standards 
set out by Flack for the Air Force appear to be far 
too high for the ordinary population attending 
hospital. Standards for this population are sug- 
gested in this paper but are based upon only a very 
small number of patients. Further work is in pro- 
gress in connexion with this point and with other 
tests for respiratory efficiency. 

I am indebted to Dr. R. A. Young for much 
encouragement and to Prof. Samson Wright for his 


helpful criticisms and permission to work in his 
department. 
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VITAMIN-A RESERVES OF THE HUMAN 
LIVER IN HEALTH AND DISEASE 


WITH SPECIAL REFERENCE TO THE SCOPE OF VITAMIN A 
AS AN ANTI-INFECTIVE AGENT 


By T. Moore, D.Sc. BEetr. 


OF THE M.R.C, NUTRITIONAL LABORATORY, CAMBRIDGE . 


THE experiments described below were carried out 
with two main objects: (1) to obtain information 
as to the vitamin-A reserves of inhabitants of this 
country, similar to that made available in Holland 
by L. K. Wolff,’ and (2) to examine how far the 
observation of low vitamin-A reserves can be correlated 
with any particular type of pathological picture. 
Mellanby and Green ** have suggested that vitamin A 
may be of clinical importance as an anti-infective 
agent, and on this assumption some correlation 
between infection and low vitamin-A reserves might 
be expected. 

VITAMIN A IN THE RAT 


Although the present work deals with the vitamin-A 
reserves of human subjects, a brief summary of our 
knowledge of the action and economy of this vitamin 
in the rat will indicate the nature of the problems to 
be attacked. 


(1) Except for small amounts distributed fairly evenly 
throughout the any fat, the main reserve of vitamin A is 
concentrated in the liver. This reserve behaves as a system 
quite distinct from the storage fat reserves of the body, 
and may persist undiminished during extreme emaciation. 

(2) Th The extent of the liver reserve may vary over a range 
of amazing elasticity. On a diet rich either in vitamin A 
or carotene (provitamin A) a veserve calculated to be 
sufficient for a century (33 times the normal life period) 
may sometimes be collected. 

(3) Restriction of the rat to a diet deficient in vitamin A 
teste eventually to the complete exhaustion of the reserves 
(provided the preliminary level has not been too nian) 
and the development of a state of avitaminosis in which 
the keratinisation of epithelial tissues throughout the body 
is the main pathological — (see L. J. Harris‘). In 
hog —" the animal becomes particularly susceptible 


ad) If “y “treatment is given death may result thro 
emaciation without macroscopic evidence of sade but 
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more frequently the condition is terminated by gross infec- 

tion—e.g., of the lungs or renal system. Xerophthalmia, 

the classical syndrome of vi -A de 

que , but not invariably, observed. 

uc” Jn the Fr ngpede or the rat may OS cured, Den? 5 restora- 
n of gro and of every outw: sign of well-being, 

by the timely administration of vitamin A in amounts 


fee small to permit the accumulation of a reserve in the 
ver. 


(6) Although deficiency of vitamin A leads to the increased 
susceptibility to infections, high reserves do not necessarily 
ensure protection. Occasional cases of fatal infections 
=e be observed in rats possessing abundant stores of the 


Thus in the rat vitamin-A reserves varying from 
nil to very high values may be consistent with 
apparently normal health. It is therefore only 
to be expected, as Wilson'* and Wolff have shown, 
that the vitamin-A reserves of human subjects should 
vary over a wide range. At the same time it is 
questionable whether the human would be able to 
maintain normal health over prolonged periods 
when the vitamin-A reserve is seriously depleted. 
In the first place it must not be forgotten that the 
experimental rat lives a life of complete ease in a 
room kept at constant temperature, and is thus 
protected both from fatigue and from the sudden 
climate changes, which so often mark the initial 
point of illness in the human. If the enormous 
apparent superfluity of vitamin A capable of accumula- 
tion in the liver serves any immediate purpose, as 
opposed to representing provision for the distant 
future, it is conceivable that a level of “ optimal” 
as opposed to “ minimal” vitamin action may exist. 
In this case an increased store of vitamin A might 
be a deciding factor in assisting the animal to with- 
stand the strains of ordinary life. Secondly, the 
experimental rat receives a diet which is designed 
to be adequate in all dietary factors other than 
vitamin A. In the human, on the contrary, the 
observation of a low vitamin-A reserve must almost 
inevitably imply that the dietary was also inadequate, 
possibly to a more acute degree, in several other 
factors. Thus vitamin A in many of its common 
sources has a distribution similar to that of vitamin D, 
while carotene (provitamin A) and vitamin C are 
found together in green vegetables. In the human, 
therefore, a low vitamin-A reserve must often be an 
indication of general malnutrition. The main interest 
in the present work indeed might be said to rest in the 
broad indications of those diseases which seem to be 
associated with nutritional abnormalities, rather than 
in the incrimination of vitamin-A deficiency as the 
specific ztiological factor involved. 


Experimental 


Weighed specimens of human liver were obtained 
at autopsies. 


These were supplied through the kindness of Prof. J. 
Shaw Dunn, Rove Infirmary, es i W. M. Elliott, 
Ruchill Fever ital, Glasgow ; E. H. Kettle, 
St. ~ my = nei Hospital, London ; Prot, R. Muir, F.R.S., 
lasgow ; Miss Dorothy Russell, London 
Hos pital: ¥-~ 7 Stewart, General » Leeds ; 
Prof. Turnbull, London es and Dr. C. G. L. 
Wolf, Fi ddenbeooke's Hospital, Cam idge, to whom I 
am also indebted for the description of the cases. The 
specimens were preserved in dilute aqueous and 
were posted to bombridge in small bottles. 


pe ae ee ee “wy that the vitamin-A content was not 


either reasonable delay between death and 
autopsy or by a. a storage in alkali. 
In extracting the liver oil a simplified modification 
of the usual alkali digestion process was employed. 
The vitamin A was then estimated by the antimony 
trichloride method, the results being calculated in 
blue units per gramme of fresh liver according to the 
scheme previously adopted.* 
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CLASSIFICATION OF CASES 
Classification has been carried out according to 
disease under two schemes. In the main scheme 
(Table I., Fig. 1) each case examined (with the 
exception of a few cases having rare specific 
diseases, which have been omitted from considera- 


TABLE I. (ScHEME I.) 


4 


a | Diseases. 
| (Figures in parentheses refer to number 
of cases.) 





Vita- 
min-A 
reserve 

(b.u. 
per g.). 
NE 


lav. (Md. 


Sub/super- 
norm, ratio. 





Accidents (16), poisoning (7) .. 


“Internal Accidents.’’—Aneurysms, | | 

embolisms and thrombosis, hemor- } 

rhage, intestinal strangulation, ob- } 
415 |225 0-78 


. 1367 235°) 1 


struction or fistula, urethral stricture 


Diseases of the Alimentary Tract and 
Peritoneum.—Gastric and duodenal 
ulcers, ulcerative colitis, appendicitis, | 
peritonitis, intestinal operations, | | 
diverticulosis, dilatation -. |298 72 


Heart Diseases.—Arterio- 
sclerosis, hype » mitra’ 


1 stenosis, | 
atheroma, endocarditis (non-infec- 
tive) ee ee ++ |109 | 38 





Heart In 1 or ee endo- | 
carditis (7), pericarditis (2) . . |377 


Rgintey Diseases (non-tuberculous). 
umonia, empyema, ye | 
streptothrix infection of lungs (1) .. (209 |145 | 


Organic Kidney ga a 
interstitial nephritis (15), 
chymatous nephritis (1), conenia ¢ a) | 


Urogenital Infections.—Pyelitis 

a prglonephetite | _> cyetitis | 

(3), abscess of prostate (2) 279 
and Spine.— 


ab pera of Head 
itis, otitis media, cerebral | 
os submaxillary abscess, suppu- ‘a 


/212 


jt77 85 | 


163 


ration in sinuses 0-77 


Septicemia, ag yeemia, septic arthritis, 
osteomyelitis, &c. .. ee -- | 61] 65 0 


Tuberculosis (all forms), including | 
tuberculous meningitis op aa |231 170 0-73 


| Neoplastic diseases (all forms). . . |272 {180 | 0-71 
a 1160/1300 
Syphilis ¢ (all forms). . |507 J224 1 





AV. Average. Md. =medial. 
* Taken as “ normal” 
? Cases of known syphilitic ; origin. No doubt many other 
cases of undiagnosed syphilitic history have been classified under 
other diseases—e.g., aneurysms. 


TABLE II. (ScHEmeE II.) 





Vitamin-A 
reserve 
| (b.u. per g.). 





| Average.| Medial. 
(428 —(| «S63 
2440s‘ 
224 


Venous thrombosis .. ee 
Gastric or duodenal ulceration | 
Peritonitis .. oe i) 
Mitral stenosis, endocarditis 
or incompetence ee 47 
Pneumonia .. oe 182 
Bronchitis, bronchiectasis .. 106 
Otitis media oe 328 


Septicemia, pyemia 128 














tion in the present communication) has been 
included once only in its most appropriate group 
as indicated by the primary disease. This disease, 
of course, may be distinct from the terminal 
lesion—e.g., cancer cases would be classified as such 
although the actual cause of death might be pneumonia, 
peritonitis, or post-operative collapse. The second 
subsidiary scheme (Table II., Fig. 2) concerns only 
certain diseases having special interest. Classification 
in this scheme has been restricted to those cases 
in which mention of these diseases is made, and where 
necessary cases have been.included more than once 
under several different diseases. In this scheme a 
hypothetical cancer case having pneumonia and 
peritonitis would be classified under both the latter 
headings. 
TREATMENT OF RESULTS 

In view of the enormous variations between the 
extreme values in any particular group it is essential 
that special treatment should be adopted in the 
examination of results. Although averages for each 
group have been given it will readily be understood 
that these values may be most deceptive, since one 
case giving a very high value could obscure the 
effect of several subnormal values, in which our main 
interest lies. (One case giving 2000 b.u. per g. would 
neutralise the effect of four completely deficient cases.) 
On the other hand, the medial value obtained by 
arranging the cases in order of ascending vitamin-A 
reserves and taking the case in the centre of the 
list (in practice the average of the 3-6 central cases, 
according to the size of the group) although not 
unduly influenced by the inclusion of extravagantly 
high values, will also fail to indicate the presence of 
interesting low values. It has therefore been necessary 
to resort to a diagrammatic method in order that 
the nature of the results may be clearly understood. 
In Figs. 1 and 2 each case has been represented by a 
narrow rectangle, the height representing the extent 
of the vitamin-A reserve per gramme of liver, the 
width being adjusted in an inverse ratio to the number 
of cases. The shapes of the diagrams provide a 
rapid means of comparing the results obtained in 
different diseases, while the degree of fineness of the 
indentations affords some indication of the relative 
reliability of the evidence. 


THE ‘‘ NORMAL ’”’ VITAMIN-A RESERVE: 
SUPER-NORMALITY RATIO” 


Although the range of variation of the vitamin-A 
reserve even in accident cases makes the conception 
of a normal value somewhat anomalous, it is necessary 
that some figure should be chosen provisionally in 
order to serve as a basis for the discussion of results. 
In the present work the medial value in the accident 
group (235 b.u. per g.) has been taken as the most 
logical choice for the “‘ normal” value. 

As a'further device to assist in the summarisation 
of results a comparison has been made of the numbers 
of cases in each group falling above and below the 
“normal” value. The quotient of these two numbers 
gives the “normality ratio”’’ for the group. In the 
accident group the value is unity. Other groups may 
show either sub- or super-normality ratio ranging 
from 0, which implies that all the cases fall below 
normal, to #, which means that all the cases are above 
normal. 


“* SUB- OR 


Discussion 


In work of the present character, which deals with 
material outside the scope of scientific control, great 
caution must be exercised in the interpretation of 
results. At the same time the aim of the investigator 
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must be to seek out those directions which appear to | as the average for 915 cases.* Unfortunately the 
hold out hopes of future progress. magnitude of the error in the afitimony trichloride 
method of assay, applied under slightly varied 


GENERAL AVERAGE | conditions in unrelated laboratories, makes it 


For all the 325 cases examined an average value 
of 282 b.u. per g. was given. This may be compared | 


—— ee 


with the value of 251 b.u. per g. given by Wolff py 


differe 


* All values quoted from Wolff’s paper have been increased 
10 per cent. to allow for a secegnined 4 


mce in technique. 





I. Accidents 
| Suicides 
& Poisoning 


2. Internal 
Accidents 


= 


3 
Dis. of Alim Tract 
|_and Peritoneum 





be 


Organic Heart 
Diseases 











5 
Heart Infections 


—s 








6. Respiratory 
Diseases 





7. Organic Kidney 
| Diseases 


8. Urogenital 
Infections 





9. Infections of 


|. Head & Spine 


10. Septicaemia 

















11. Tuberculosis 12.Neoplastic 
— 


Diseases 


_— 


obi 
& 
w 
= 
~ 
DH 
& 
Ww 
Qa 
aQ 
~ 
i) 
> 
4 
wy 
7) 
wy 
+ 4 
<= 
= 
2 
- 
> 


Fie. 1 
(ScuHEeme [) 












































Fig, 2 (Scueme II) 


Diagrams summarising results obtained 
in estimations of vitamin-A reserves 
in over 300 specimens of human 
liver obtained at autopsies. Each case 
is represented by a narrow rectangle, 
the ight giving the eatent of the 
vitamin-A reserve, and the width being 
adjusted in an inverse ratio to the 
number of cases in the group, 
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impossible to decide whether this small difference is of 
real significance. Indeed if the two averages repre- 
sented duplicate determinations on the same material 
the agreement is quite as close as could be expected. 
It would appear therefore that the average vitamin-A 
reserves of the populations of Holland and Great 
Britain, at least as far as can be judged from results 
relating to restricted localities, are of much the same 
order. 


DISEASES ASSOCIATED WITH NORMAL VITAMIN-A 
RESERVES 

From Table I. it will be seen that groups 2, 3, 5, 9, 
11, 12, 14, including “ internal accidents,” diseases of 
the alimentary tract and peritoneum, heart infections, 
infections of the head and spine, tuberculosis, neoplastic 
diseases, and syphilis, gave normality ratios between 
0-7 and 1, while group 8 (urogenital infections) 
gave a slightly lower ratio, 0°63. It seems improbable 
that the difference of any of these ratios from unity 
is of etiological significance, particularly since Wolff 
has observed a much smaller gap between the average 
for 78 accident cases (270 b.u. per g.) and the average 
for acute and chronic diseases (248 and 227 b.u. per g., 
respectively). Asmall difference from the “‘ accident ” 
level might perhaps be anticipated in those diseases 
involving under-nutrition during prolonged decline. 

It must be pointed out, however, that several of the 
diseases classified in the above groups (urogenital infections, 
gastric ulceration, otitis er are often observed in the 
rat suffering from experimen vitamin-A deficiency. It 
might be unwise therefore to dismiss the possibility that 
a nutritional factor may have been involved in a small 
percentage of cases. Thus although data for nine cases 
of otitis media gave only slightly subnormal figures, the 
three lowest cases gave values of 0, 40, and 50 b.u. per g. 

It must also be remembered that in cases of more or less 
unknown ng Bee yey: high values | sometimes 
have resulted through the therapeutic use of substances 


rich in vitamin A, notably cod-liver oil at a time when the 


condition of the patient had become too advanced to permit 
recovery. Wolff has that his high values for 
tu may be due to this reason. As far as can be 
ascertained, however, in most of the cases examined in 
the present work the patients did not receive cod-liver oil. 


SUPER-NORMAL VITAMIN-A RESERVES 

The values observed in diabetes are of interest 
as evidence in support of the rational character of 
results obtained by the antimony trichloride method. 
Since green vegetables and carrots feature largely 
in the special dietaries to which diabetic patients 
are usually restricted it might be expected that the 
vitamin-A reserves would prove to be unusually high. 
In confirmation of Wolff’s results this was found to be 
the case, the average reserve for the seven cases 
examined (1160 b.u. per g.) being about three times 
greater than the average given by the accident group. 


DISEASES ASSOCIATED WITH SUBNORMAL VITAMIN-A 
RESERVES 

Although group 3 (diseases of the alimentary tract 
and peritoneum) gave a ratio (0-72) pointing to close 
similarity with the accident group, somewhat lower 
ratios have been given by peritonitis (0-5) and by 
gastric or duodenal ulceration (0-42) when treated 
separately under Scheme II. Wolff however has 
reported rather high averages in these conditions, and 
the low values in this instance may be attributed to 
the inclusion of those cases in which these lesions 
are secondary to some other disease. The ratio 
in group 4 (organic heart disease) (0-2) however is 
decidedly subnormal, while under Scheme II. the ratio 
for 11 cases of mitral disease (0-1) is even lower. The 
ratio in group 6 (respiratory diseases) (0-3) is low, 
while under Scheme II. we find pneumonia (0-33) giving 
a low, and bronchitis (0-06) a very low ratio. In 





group 7 (organic kidney diseases) (0-42) the ratio 
is again low. The lowest ratio of all however is found 
in group 10 (septicemia, &c.) (0),in which every case 
possessed a subnormal vitamin-A reserve. By 
the inclusion of certain cases from other groups 
—e.g., heart infections, head and spine infections— 
the ratio rose to 0-2 for septicemia treated under 
Scheme II. Finally a low ratio was observed in eight 
cases of venous thrombosis (0-14). This finding is of 
interest in view of Green’s observation of low 
vitamin-A‘ reserves in several cases showing this 
condition, and of the low average (139 b.u. per g.) 
obtained by Wolff in seven cases of embolism. 


In reviewing the results in the above diseases 
we may consider that the low values observed in 
respiratory diseases and in the septicemia group lend 
colour to the current view that hypovitaminosis A 
may play some part in the etiology of these conditions. 
Particular theoretical interest must be attached to 
the low values in bronchitis. It would appear that 
the localised proliferation and desquamation of the 
epithelial lining of the bronchi, which takes place 
in this condition under the influence of infection, 
is not to be confused with the widespread keratinisation 
of epithelial tissues throughout the body which 
is associated with infection in experimental vitamin-A 
deficiency. The present results, however, suggest 
the possibility that in hypovitaminosis A of insufficient 
severity to produce widespread keratinisation the 
bronchi may still fail to show normal resistance to 
bacterial invasion. It is of interest that Wolff has 
observed subnormal averages both in sepsis and 
broncho-pneumonia, although in each case the 
difference from the general average is less marked 
than that observed in the present work. 


On the other hand, the observation of low vitamin-A 
reserves in organic heart and kidney diseases cannot 
readily be correlated with our present conceptions of 
the functions of the vitamin. The importance of the 
matter certainly demands that a much larger number 
of cases should be examined before definite conclusions 
are reached, but it is noteworthy that Wolff has 
observed averages decidedly below normal both 
in chronic heart diseases (102 cases, average 179 b.u. 
per g.) and chronic kidney diseases (54 cases, average 
142 b.u. per g.). Since renal and cardiac inefficiency, 
together with bronchitis, often represent more or less 
closely related lesions in the same subject, it is of 
interest that all three diseases should be associated 
with subnormal vitamin-A: reserves. Nevertheless 
it must remain undecided whether nutritional defi- 
ciency represents a genuine factor in the zxtiology 
of these diseases. It is obvious that malnutrition 
may be of objective or subjective character, according 
to whether the diet is inadequate, or the powers of 
assimilation of the subject are at fault, either through 
failure to eat normal amounts of food or through 
the defective absorption of food constituents after 
ingestion. The frequent observation of adequate 
vitamin-A reserves in wasting diseases—e.g., cancer 
of the alimentary tract-—suggests that failure to eat 
normal amounts of food, although probably causing 
a general lowering of values, may not completely 
account for the preponderance of disproportionately 
low values observed in heart and kidney diseases. 
It remains possible, however, that under certain 
conditions the liver may be unable to absorb or retain 
the vitamin A available in the food-supply. Wolff 
has obtained a low average (78) for six cases of 
cirrhosis of the liver, and suggests that the powers of 
retention may be impaired in this condition, but the 
average (784) obtained in the present work for the 
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same number of cases, possibly of a different type of 
cirrhosis, does not support this view. The experi- 
ments of H. N. Greent on the treatment of septic 
puerperal cases with large doses of vitamin-A con- 
centrate, however, afford definite proof that the 
absorption of the vitamin, as judged by the amount 
found in the liver post mortem, may sometimes 
be extremely inefficient, or even completely negative. 
The question of the exact significance of the present 
results must therefore be left open. 


VITAMIN A AND INFECTION 


From the fact that groups 3, 5, 8, 9, and 11, each 
of which includes a predominance of cases of infective 
type, give normality ratios differing only slightly 
from unity, it must be obvious that adequacy, or even 
abundance, of the vitamin-A reserve does not itself 
ensure protection from infection. To illustrate this 
point further a short representative list of infective 
cases possessing adequate vitamin-A reserves is given 
in Table ITI. 





TABLE III 
46 
*2o 
Sex abe 
z and Post-mortem report and history. oe a 
o age. Sse 
— be = 
a 
56 F Incomplete abortion and general peri- 550 
35 tonitis, duration 3 days. (Streptococcal.) 


80 F Infective endocarditis. 6 wks. history. 600 


5t 


91 F Organising lobar pneumonia of lt. lower 225 
9 lobe (4 wks. duration). Pneumococcal 
ae (8 days). Infarct of spleen. 
ntense toxic visceral changes. 


94 M Empyema. Focal peritonitis with 550 
36 abscesses. 


106 F Double hydronephrosis. Cystitis. Pneu- 375 
25 monia. 
114 M Purulent meningitis. Portaland systemic | 450 
30 septicemia. Gangrenous appendicitis. 
122 M Long-standing (1923) suppuration in It. 475 
23 frontal and ethmoidal sinuses. Sub- | 
epicranial suppuration. Subdural | 
a (It.). Leptomeningitis. Multiple | 
abscesses. 


144 F Caseous tuberculosis of cervical and | 400 
311/12 mediastinal lymph nodes. Advanced 
tuberculous broncho-pneumonia rt.lower | 
lobe of lung. Acute miliary tuberculosis. 


147 F | Tuberculous meningitis. Generally dis- 425 
12 | seminated tuberculosis. | 





The action of vitamin A cannot therefore be 
described as anti-infective in an _ indiscriminate 
or “positive” sense. Vitamin-A deficiency would 
seem to be one of many errors which may lead to 
the same terminal infections. The action of the 
vitamin can only justly be described as anti-infective 
in a sense complementary to the fact that deficiency 
increases the liability to infection. 

On the other hand, the very low results obtained 
in the septicemia group suggest that hypovitaminosis 
A, or the low general standard of nutrition which 
it must imply, may be a factor of clinical importance 
in the etiology of certain types of infection. In 
view of the comparatively small number of cases 
investigated, it is obvious that further work is neces- 
sary both to confirm this conclusion and to define 
more clearly the points of difference of these infections 
from others which seem to be associated with normal 





t To be published in the next issue of THE LANCET. 








vitamin-A reserves. Thus it is difficult to under- 
stand why more or less normal reserves should 
have been observed in the case of the few septicemias 
examined having foci in the heart or head. For the 
present however there seems little obvious connexion 
between the development of septic arthritis and 
osteomyelitis, the few available cases of which 
have shown a distinct tendency towards low vitamin-A 
reserves, and the familiar epithelial changes of experi- 
mental vitamin-A deficiency. While it seems quite 
possible that epithelial lesions may represent only 
one aspect of the pathology of avitaminosis—or 
hypovitaminosis A—it must not be forgotten that 
the low vitamin-A reserves may be a reflection of some 
more acute deficiency producing lesions of an 
entirely different character. In view of the site 
of these diseases, the possibility of hypovitaminosis C 
must at once come to mind. 


THE PREVALENCE OF HYPOVITAMINOSIS A 


Adopting the arbitrary value of 55 b.u. per g. 
as the level under which the vitamin-A reserve should 
be considered definitely subnormal, Wolff has shown 
that hypovitaminosis A is prevalent in about 16 per 
cent. of the total population of Holland, new-born 
infants being excluded. On the same standard the 
vitamin-A reserve in 24 per cent. of the cases examined 
in the present work would be considered inadequate. 
Table 1V. shows the distribution of cases according to 
the amount of the vitamin-A reserve, expressed as a 
percentage of the “‘ normal” value. 





TABLE IV.—Prevalence of Hypovitaminosis A 


Vitamin-A Percentage Vitamin-A Additive 
reserve. of total reserve. percentage of 
Per cent. cases. Per cent. total cases. 




















































































































































































0 3-7 
0-10 normal 9-5 Under 10 13-2 
10-25 o 10°5 » 23-7 
25-50 o 18°8 » 50 42-4 
50-100 _—s—i«,, 20-2 » normal , 62-4 
Over normal 37°5 


Although the powers of absorption of the subject 
must have some effect in determining the extent 
of the vitamin-A reserve, it is obvious that the wide 
individual variation must primarily be due to differ- 


}ences in dietary habit. Moreover, when we recall 


once more that the vitamin-A reserve must usually 
provide a rough indication of the adequacy of many 
other food components, it is obvious that the whole 
nutritional make-up of the individual must be con- 
sidered a highly variable factor, the effects of which 
are at present largely undefined. Thus we know that 
acute deficiency in any particular vitamin will lead 
to lesions of a more or less well-defined character, 
but are unable to decide whether partial vitamin 
shortage can result in reduced resistance to disease 
without the appearance of characteristic lesions. 
It is perhaps of interest that although 12 cases 
possessing no measurable vitamin-A reserve were 
encountered in the present work, not a single instance 
of xerophthalmia, the classical syndrome of vitamin-A 
deficiency, was reported. On the whole the evidence 
presented above supports the view that malnutrition 
sufficiently pronounced to produce lowered resistance 
to disease may frequently exist in the absence of 
florid signs of acute deficiency. 

N 2 
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Summary 

1. Vitamin A has been determined in over 300 
specimens of human liver, obtained at autopsies, 
by means of the antimony trichloride method. 

2. The vitamin-A reserve varied over an extremely 
wide range even among healthy subjects dying from 
accidental causes. The medial value for a group of 
accidental cases has been taken as representative 
of the ‘‘ normal ’’ vitamin-A reserve. 

3. The ranges of vitamin A found in different 
diseases have been compared by a diagrammatic 
method, and by taking the ratio of the number of 
cases falling above and below the normal vitamin-A 
reserve. 

4. Normal ranges of vitamin-A reserves were 
observed in the following groups of diseases : 
“internal accidents’ (aneurysms, hemorrhage, 
intestinal strangulations, &c.), diseases of the alimen- 
tary tract and peritoneum, heart infections, urogenital 
infections, infections of the head and spine (including 
otitis media), tuberculosis (all forms), neoplastic 
diseases (all forms), syphilis (all forms). In the case 
of some of these diseases involving chronic infection— 
e.g., tuberculosis—it is possible that deceptively 
high values may have resulted through the administra- 
tion of cod-liver oil after the condition of the patient 
had become too advanced to permit recovery. This 
possibility is less probable in the case of acute 
infections. 

5. Vitamin-A reserves much above normal were 
observed in cases of diabetes which had received 
dietetic treatment. 

6. Vitamin-A reserves tended to be subnormal in 
the following groups: organic heart diseases, non- 
tuberculous respiratory diseases (particularly 
bronchitis), organic kidney diseases, and in septi- 
ce#mias and certain septic conditions. It must not be 
forgotten that in some of these diseases vitamin-A 
subnormality may have been a secondary effect 
rather than a predisposing cause. 

7. Since adequate vitamin-A reserves were 
frequently observed in a wide variety of infective 
conditions, it is plain that vitamin A should not 
be regarded as a positive anti-infective agent, indis- 
criminate in action. The term “ anti-infective”’ is 
only justifiable in a sense complementary to the fact 
that deficiency of vitamin A leads to subnormal 
powers of resistance. The trend of the present work 
suggests that partial vitamin-A deficiency, or the 
state of multiple malnutrition which it must usually 
imply, may be of importance in the etiology of some 
types of infection under clinical conditions. 


My thanks are due to Dr. L. J. Harris for his interest 
and helpful criticism, to Dr. J. R. M. Innes for 
assistance in the classification of cases, and to Mr. 
A. Davies for technical assistance. 
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EXTENSION OF ALDER HEY HospiTaL.—The 
Lord Mayor of Liverpool, Alderman J. C. " 
formally opened an extension of the corporation’s Children’s 
Hospital at Knotty Ash, which claims to be the largest 
children’s hospital in the country. The addition takes the 
form of a new admission block intended primarily for 
isolation ory The building and its equipment have 
cost over £29,000, 





A CASE OF 
SIMPLE CYST OF THE LIVER 


WITH AN ANALYSIS OF SIXTY-TWO OTHER CASES 


By Davis A. Beattige, M.B. Lonp. 
SENIOR HOUSE SURGEON, METROPOLITAN HOSPITAL, 


AND 


H. D. Rospertson, M.R.C.S. Ena. 
CASUALTY OFFICER AT THE HOSPITAL 


LONDON 


In view of the comparative rarity and uncertain 
etiology of simple cysts of the liver, the following 
case may be of some interest. 


CASE NOTES 


Mrs. A., aged 35, came up to hospital complaining 
of “ abdominal pain.” 


History of present condition.—Eight weeks ago she first 
began to have pain in the abdomen, in the region of the 
umbilicus. The pain was intermittent in type, coming on 
in ‘ sharp twinges.”” It was stationary in the umbilical area, 
and was not referred to the shoulder, groin, or back. I 
was unrelated to meals and to exercise, but was worse 
towards the end of the day. The spasms of pain were 
described as ‘‘ burning ’’ in character, and lasted as a rule 
for ten minutes at atime. Except for the pain she has not 
had any othersymptoms. She had not noticed any swelling 
of her abdomen, and had never had any jaundice or 
“* shivering attacks.”” She had never had any trouble with 
micturition or noticed anything wrong with her urine. 
Her bowels were open regularly every day. Her periods 
were normal, the last one being about a fortnight before 
her arrival at hospital. 

Condition on examination.—The abdomen was somewhat 
distended in the right upper quadrant, the fullness extending 
from the costal margin above to the level of the umbilicus 
below. On palpation this distension was found to be due 
to a cystic swelling, spherical in shape, and about five inches 
in diameter. The cyst appeared to be movable quite freely 
in the abdominal cavity for about six inches in all directions. 
It was not possible to replace the tumour into the right 
loin or into the jog my we n careful palpation it appeared 
——_ to separate it from the liver above it. On percussion 
t was continuous with the liver dullness above, and did not 
appear to be continuous with the stomach percussion note. 
It moved with the liver on respiration. On auscultation no 
succussion splash was heard. Rectal examination revealed 
nothing. Vaginal examination showed that the cyst did 
not move with the cervix, when the latter was manually 


displaced. 

Radiological report.—Before operation the patient was 
radi phed to determine the relation of the swelling to 
the alimentary tract. A barium meal of the stomach and 
duodenum was performed, and the report was as follows : 
‘* The swelling lies laterally to the right side of the stomach 
and has displaced the stomach and the first part of the 
duodenum to the left, but not forwards or backwards. 
The colon is also crowded up inside the left diaphragm, 
which is displaced upwards. The stomach showed delay 
5 ae whether lying or standing, but was not 
di te ” 


Operation was performed on Jan. 26th, 1932. The abdomen 
was opened through a right paramedian supra-umbilical 
incision. A large bluish c was seen projecting from 
under the lower border of the liver, fying on the left side 
of the gall-bladder, and covered with the same layer of 
peritoneum. The falciform ligament was seen running up 
on to its surface, slightly to its left side. The lower surface 
of the liver was expanded into a thin layer enclosing the 
upper hemisphere of the cyst. The peritoneum was reflected 
from the surface of the cyst by gauze dissection, and the 
latter peeled off the surface of the liver. There was no 
connexion between the gall-bladder or any of the biliary 

and the cyst. The redundant peritoneum was 
then excised, and the remnant was marsupialised by sewin 
it to the parietal peritoneum. The cavity was then packe 
with ribbon gauze to control the slight amount of oozing 
— took place, and the abdominal wound closed in 
yers. 

Pathological report.—The cyst appears to be a simple 
= of the liver. It contained 20 oz. of straw-coloured, 
slightly opalescent, and somewhat syrupy fluid. The inner 
surface of the cyst was dull white in colour and smooth, 
with occasional fibrous trabecul# on its surface. On section 
the capsule was found to be com d chiefly of fibrous 
tissue, with occasional blood-vesse The cyst was lined 
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on its inner surface with non-ciliated epithelium of columnar- 
celled type. Chemical = oe a fluid showed it 
to be composed of a watery med containing albumin, 
SE, OU and epithelial ‘debris, but no bile-salte 
igmen: 

‘ost-operative progress.—The patient made an uninter- 
rupted recovery. For several days after operation the 
sinus in the wound discharged a small amount of slightly 
blood-stained serum, but this eventually ceased, the sinus 
closed, and she was discharged from hospital on Feb. 27th 
with her weund healed and sound. 


A REVIEW OF PUBLISHED RECORDS. 


The original case of simple cyst of the liver was 
described by Gloz! in 1864. Since then a number 
of other cases have been reported, and in Table I. are 
a series of 62 cases collected from various sources. 
As well as these Schaack* mentions four cases in his | 
paper—those of Weishaup,® Zindel,‘ and Margarucci,® 
who described two cases. Six cases have also been 
reported in Japan—those of Miyake,‘ 
Fukue,* Minaki,® Kusakabe,° and Muto and 
Hanzawa." A further eight cases have been recorded | 
in various papers by Lowenburg,'* Cassoute and | 





Harada,’ | 


Girbal,"* Delbet,** Allende,’* Sims,?* Maes Urban,'? 
Giardina,’* and Harrington,’* making a total of 80 
cases reported up to the present time. 

.—There have been several attempts 
to classify these non-parasitic cysts of the liver, 
most of which are based on supposed differences in 
their mode of formation. Lippmann *° differentiated 
them into the following groups: (a) cysts due to 
biliary stasis; (b) cysts with ciliated epithelium ; 
(c) dermoid cysts ; (d) multilocular cystic adenomata ; 
and (e) lymphatic cysts. Thdhle,™ however, simply 
divided them up into two main groups : (a) lymphatic 
and blood cysts; and (b) cystadenomata. 

Probably the most accurate classification, however, 
|is that of Sonntag,™* which is generally accepted at 
present :— 


(a) Blood and degeneration cysts. 

(6) Dermoid 

(c) Lymphatic cysts : due to obstruction or to congenital 
dilatation » of the lymphatics. 

(p Endothelial cys 

(e) Cysts due to bile-duct obstruction. 

(f) Proliferative cysts: cystadenomata. 


TaBLeE I.—List oF CASES 





| 
ela (a) Cogeieting liver 


c ase. 
ane Z| § (b) Position ot cyst in 


Result. 


(a) Coexisting liver 
isease 


Case of— b & (b) Position of of cyst in Result. 





Gloz. 


North. 


Kaltenbach. F. 

Konig. F. 
M. 
Ashfield. F. 


Tiffany. 


Miller. 
Tentlar. 
Keen. 
Bayer. 
P -aM 
North. 
Berg. 
Roberts. 


Muller. 
Schmidt. 
Chobak. 
Czerny. 
Bobrof?. 


Porter. 


Schultz. 
Hofmann. 
Bird. 


Doran. 

Orloff. 

Miller. 
Bobrof?. 


Morton. 


Blackburn. F. 
M. 


Reid. 


M. 
Cousins. F. 
M. 


28 


28) 


45 


. 28 
. 28 


. 42 
- 45 
. 24 
. 39 
. 63 


49 
62 


(6) Surface right lobe. 

(b) Lower surface. 

(a) Gall-stones in com- 
mon duct; right 
Mdaor oF cystic. 

(b) Left lobe. 

(a) Diabetes. 

(6) Lower surface. 

(6) Right lobe. 


(b) Lower surface. 

(b) ” ” 

(a) Carc. of G.B. or liver. 
(b) Intrahepatic. 

(b) Intrahepatic. 

(a) Gall- tego 

( Right 

(b) io rj liver. 

(b) Anterior border. 


(a) Cystic kidneys. 
(b) Intrahepatic. 


(a) Cystic kidneys. 
(6) Right lobe. 


(b) Left surface. 


(b) Lower surface. 
(b) Quadrate lobe. 


(6) Right lobe. 

(6) Multiple cysts. 
(b) Left lobe. 

(b) » ‘s 

(b) Right lobe. 

(b) Multiple cysts. 
(b) - . 


Death from 
| peritonitis. 


Recovery. 


Recovery 


| with fistula. 


Recovery. 
Death. 
Recovery. 


” 


Death from 
broncho- 
pneum. 
Death from 
pulm. embol. 
Recovery. 


” 


Death on 
trying to close 
sinus. 
Recover 
with fistula. 
Recovery. 


| Recurrence ; 
then removed ; 


recovery. 
Recovery 
with sinus. 
very. 





32 Bland-Sutton F. 
Theodorff. F. 
De Fieschi. |F. 


15 
44 
53 


(b) Left lobe. 

(6) Right lobe. ) 

(a)G.B. enlarged; 
stone in cystic duct. 

(b) Multiple cysts. 

(b) Left lobe. 


(6) Right lobe. 


Recovery. 


_ Recovery 
with sinus. 
) 


F. |34 
- 14 


Hans v. 
Haberer. | 

Shaw and 
Elting. 
Kiittner. . 50 
Aldous. . 43 
Corner. (F. ? 

Reynolds. . 50 
Tuffier. . 23 
Munk. 


Steensma. 


Recovery. 


Death from 
shock. 
(6) Multiple cysts. Recovery. 


(b) Right lobe. ” 
(a) Two stones in G.B. 

(b) Left lobe. 

(6) Right lobe. 

(b) Left lobe. 


Operation, patient, and 
part of liver involved 


not stated. 
(6) Right lobe. 
(6) Left lobe. 
(b) Right lobe. 


Boyd. \F. 

Norris. F, 

46 Grigoryeff. F. 

47 M. 

48 Lisyanski and F. 
Lyu vick. 

49 Du Jarrier. F. 


50 Borden. F. 


Death. 
Recovery. 


Recovery 
with sinus. 
Death from 

shock. 

Recovery. 


Guerken 


(6) Right lobe. 


(a)Multiple cystic 
dise 


ase. 
(b) Right lobe. 
(6) Right lobe. 


Recovery 
with sinus. 


Burghard. (F. Recovery. 
Rosenstein. F. 
Pilcher. 
Deaver. 
Bevan. 


Soto. 


” 


- 


Death. 

(b) Both lobes. Recovery. 
®) wn» » ” 
(b) Right lobe. Recovery 

with sinus. 
(b) @ Recovery. 
(b) Left lobe. 
(b) Right lobe. 
(a) Multiple cysts of liver 


Recovery. 
and pancreas. 
(6) Right lobe. ” 


5 


Evans. 
Allman. 
Jones. 
Alexander. 
Rosenstein. 


SEES SS SS 


Payr. 
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It is generally considered that these cases of simple 
non-parasitic cysts of the liver are tiologically 
distinct from multiple cystic disease, in which there 
is frequently a coexisting cystic condition of kidneys 
and pancreas. Alexander™ and Bristowe** also 
drew attention to this frequent association of multiple 
cystic disease of the liver and kidneys. 

Ineidence.—The relative incidence of simple cystic 
disease in other pathological conditions of the liver 
is small. Ackman and Rhea*® state that only 11 
cases were found among 6141 autopsies at the Montreal 
General Hospital during the last 24 years. Moreover, 
in most of these cases the condition had caused no 
symptoms during the life of the patient. 

Table I., an analysis of 62 cases of simple cyst of 
the liver which came to operation, yields some 
interesting information. Out of this series the cyst 
was present in the right lobe of the liver in 20 cases 
and in the left lobe in 10 cases, whilst in only one 
case was the quadrate lobe involved. In only three 
cases was the cyst entirely intrahepatic. In nine of 
the cases it was not possible to state definitely from 
which lobe of the liver the cyst had taken origin, and 
in six other cases the cysts were multiple—occurring 
in both lobes. The relative frequency in the sexes 
in this series of cases is 46 females to 13 males, the 
sex in three cases not being given by the literature. 
This is approximately the same ratio as in Kusakabe’s!® 
cases, in which he found 36 females to 12 males. 
In four cases there was associated cholecystitis with 
the presence of stones in the gall-bladder or common 
duct, and in four cases there was cystic disease of 
the kidneys present also. 

The cysts may give rise to symptoms at any time 
of life apparently, the earliest recorded case being 
1} years old and the oldest 75 years of age. But in 
the majority of cases the cysts do not give rise to 
symptoms until after 20 years of age. The age- 
incidence is shown in Table II., from which it is seen 
that the greatest incidence takes place between 
40 and 60 years of age. 


TABLE II 


Age in years. Number of cases. 
0-10 one 3 — 
10-20 
20-30 
30-40 
40-50 
50-60 
60-70 coke 8-0 
70-80 salem 2 . 3-2 
Age was not given by the authors in five cases. 


Percentage. 
4:8 
8-0 
16-1 
9-7 
21-0 
21-0 


Mode of formation.—Simple liver cysts are usually 
regarded as due to retention from local obstruction 
of small intrahepatic bile-ducts. This group of tumours 
corresponds to (e) in Sonntag’s ** classification above. 
Boyd ** suggests that they are either due to hyper- 
plasia and secretion occurring in an aberrant extra- 
hepatic duct, or to retention due to congenital 
obstruction. Waring *’ suggests that many of them 
are sterile hydatid cysts, and that the remainder are 
either dilated bile-ducts due to obstruction or to 
some congenital abnormality, or that they are 
lymphatic cysts. Bland-Sutton ** regards them as 
due to pressure on an intrahepatic bile-duct, and has 
suggested pressure by the corset as the responsible 
factor. Costantini and Duboucher ** regard them as 
dysembryomata, and suggest a parallel to polycystic 
disease. Other methods of formation have been put 
forward, such as rupture of an intrahepatic bile-duct 
(Doran **) and dilatation of the glands of the larger 
bile-ducts (Moscowitz *4), 

It is not proposed here to go into the methods 
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of formation of the other subdivisions of Sonntag’s 
list, most of which are obvious. 

Morbid anatomy.—True simple cysts of the liver 
are usually single, though in a certain number of 
cases “ daughter-cysts ’’ may be present. They may 
vary in size between extremes: in Bayer’s * and 
Winckler’s ** cases the cysts contained 13} pints of 
fluid, and occasionally very small cysts are found 
post mortem. A typical cyst is usually enclosed in 
a firm fibrous capsule containing numerous blood- 
vessels, and may show calcareous degeneration in 
long-standing cases. It may occasionally be multi- 
locular—Alexander * found five and Bevan ** eight 
separate cavities. The inner wall is usually smooth, 
but may show fibrous trabecule, and is generally 
a dull white colour. The contents of these cysts 
vary considerably. They are usually clear or slightly 
opalescent, but may be blood-stained or bile-stained ; 
Doran’s *° case contained 2} pints of bile. The fluid 
is albuminous, and usually contains cholesterol and 
epithelial debris, having a specific gravity of 1007-1024 
(Ackman and Rhea *5), and is either neutral or slightly 
alkaline in reaction. 

Microscopic appearance.—The capsule is composed 
of layers of fibrous tissue containing many blood- 
vessels and occasionally bile-ducts. The lining 
epithelium is usually either columnar or cubical, 
or may even be ciliated columnar occasionally ; 
Zahn ** has collected 14 such cases. In the latter 
instance the presence of ciliated epithelium is a 
strong argument in favour of the developmental 
origin of the cyst from the biliary ducts, since the 
primitive foregut (from which the liver “ buds” 
develop) is also lined with this epithelium. 

Clinical features.—Simple serous cysts seldom give 
rise to symptoms until they become sufficiently large 
to cause pressure on surrounding structures. They 
occasionally cause pain, probably from tension on 
the peritoneum. Symptoms may arise from pressure 
on the following structures :— 

(a) The alimentary tract—vomiting and obstruction. 

(6) The biliary system—jaundice. 

(c) The portal vein and inferior vena cava—ascites and 
cedema of legs. 
on ay transverse colon—alternating diarrhoea and con- 

ion. 

e) The ureters. 


sti 


Occasionally they may suppurate and give rise to 
peritonitis, or may perforate into the abdominal 


cavity. Hemorrhage may occur into a large cyst 
and prove fatal (Kilvington **). 

Diagnosis is usually difficult, and very few cysts 
are diagnosed before operation or post mortem. 
Pneumo-peritoneum, with subsequent radiographic 
examination, has been suggested by Hoffmann *’ as 
a mode of diagnosis, but has not proved very successful. 
According to Ackman and Rhea,** when pain results 
from peritoneal pull it disappears on lying down, 
whilst dyspnea is induced or exaggerated; and 
they suggest this as a valuable method of diagnosis. 
The condition may simulate cholecystitis (Ackman 
and Rhea #5), ovarian cyst (Stevens **), or tuberculous 
peritonitis (Alexander **). The differential diagnosis 
is from any other cystic condition inside the abdomen, 
and the following conditions have to be considered : 
(a) cystic tumours of the pancreas ; (b) cystic tumours 
of the kidney ; (c) mesenteric cysts; (d) mucocele and 
pyocele of the gall-bladder ; and (e) ovarian cyst. 

Even if the tumour is successfully diagnosed as a 
cyst of the liver, the possibility of its being either 
a hydatid cyst or even an amebic abscess must not 
be forgotten. In the former possibility the perform- 
ance of Casoni’s test may help in the diagnosis. 
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Treatment and prognosis.—The treatment is excision 
of the cyst—whole if possible—and marsupialisation 
of the cavity in the liver. When the cyst is entirely 
intrahepatic the treatment is that of amebic abscess. 
Care should be taken when irrigating the fistula 
which results from marsupialisation of the cavity 
in the liver, as leakage from the track has occasionally 
caused peritonitis and death. 

The mortality of this condition in the cases appended 
was 13 out of 62 cases—20-9 per cent. within six 
months, of which three died from post-operative 
shock (4-8 per cent.), and four from peritonitis (6-4 
per cent.). But if the cases performed early in the 
last century are excluded (which were simply tapped), 
the mortality-rate is reduced to 16-1 per cent.—a 
somewhat higher mortality than that given by 
Schaak,*? which was 12 per cent. in his series of cases. 
In cases which recover from operation a fistula from 
marsupialisation of the cavity always persists for a 
greater or less time, and in eight cases out of the 
62 recorded here the sinus still persisted when the 
case was reported. 


POINTS OF INTEREST IN THIS CASE 

The case described above is a fairly typical one of 
simple liver cyst. The patient had not noticed any 
swelling of her abdomen, suggesting that the cyst 
had been gradually enlarging for some time. The 
symptoms of which she complained—viz., “ pain 
in the right upper part of her abdomen, getting 
gradually worse towards the end of the day ”—is 
the usual one which first attracts the attention of 
the patient. 

The differential diagnosis was considered to lie 
between :— 

A. Cyst of the kidney.—Against this was the absence of 
urinary symptoms, and the fact that the swelling. could 
not be replaced properly into the right loin, and that there 
was no band of resonance separating it from the liver dullness, 

B. Cyst of the pancreas.—Against this was the relative 
rarity of cysts of the head of the pancreas, and the fact 
that there were no signs or symptoms of biliary or pancreatic 
obstruction present. 

C. Mesenteric cyst.—This was considered the most likely 
diagnosis. The cyst appeared to be fairly freely movable, 
and the absence of symptoms suggested this condition. 
The X ray appearances also suggested that the cyst was 
mesenteric in nature, rather than pancreatic. 

The actual diagnosis of simple liver cyst was never 
even suspected, as the swelling appeared to be 
separate from the liver on palpation. At the opera- 
tion the cause for this fact was apparent ; the liver 
substance was very thin over the upper border of the 
cyst, and thus allowed the examining fingers to be 
dipped between it and the liver. The liver itself 
was also extremely movable, and had apparently been 
moving with the cyst on abdominal examination. 

The operation and post-operative progress were 
normal and successful, and the pathological examina- 
tion of the cyst and its contents revealed the normal 
state of affairs met with in this condition. The 
absence of bile from the contents of the cyst is 
explained by the fact that it usually disappears from 
cysts of long standing (Rolleston and McNee ®*). 


In conclusion we wish to thank Mr. R. A. Ramsay 
for his permission to publish this case; Dr. H. C. 
Lucey, for the pathological reports on the cyst ; 
and Dr. G. T. Loughborough, for the X ray examina- 


tion and report. 
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TETANUS FOLLOWING IMPACTION OF A 
FOREIGN BODY IN THE NOSE 


By J. J. M. Brown, M.B. Epi. 
AND 
C. R. MacponaLp, M.B. Eprn. 
RESIDENT MEDICAL OFFICERS, EAR, NOSE AND THROAT 


DEPARTMENT, ROYAL HOSPITAL FOR SICK 
CHILDREN, EDINBURGH 


In April, 1931, a case of tetanus was described by 
Dr. T. H. G. Shore in your columns! with a method 
of infection so rare that a similar case is worthy 
of record. 

A boy, aged 4, was admitted to the Royal Edinburgh 
Hospital for Sick Children on May 4th last, with the 
complaint that he had been unwilling to open his 
mouth for 12 hours. 


History.—Seven days previously, while playing in the 
street, he had inserted a bead into his left nostril. The 
family doctor, consulted several hours later, saw the bead 
lying far back on the floor of the nasal cavity, wedged 
between the nasal septum and the left inferior concha, 
but owing to the patient’s struggles it was not possible to 
remove the bead, which slipped from the forceps. Rhinoscopy 
now failed to reveal the foreign body, but there was a clear 
airway on the left side, so the doctor concluded that the 
bead had passed into the nasopharynx and had been 
swallowed. Next day the boy was oe | well, and 
remained so until the morning of the day of admission, 
when he refused to open his mouth to take his breakfast. 
Twelve hours later he was admitted to hospital. 

On admission he resented examination, and answered 
questions with his jaw clenched. From the parents we 
learnt that the bead had never been discovered, in spite of 
careful examination of the stools. Anterior rhinoscopy was 
inconclusive, although there was a small elevation far back 
on the floor of the nose, which might have been a foreign 
body. The boy was asked to open his mouth, but refused 
or was unable to do so. As soon as a spatula was inserted 
between his teeth he went into a state of generalised tonic 
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» which was typically tetanic. The breathing was 

rous, the face cyanosed, the neck and arms rigid, 
the hands clenched, and the back arched, and the lower 
limbs, although hypertonic, did not show such marked 
rigidity. A minute later the spasm passed off as quickly 
as it had n. It was then noticed that he had slight 
left-sided facial paresis and risus sardonicus. His temperature 
was 101-8° F., and his pulse-rate 148. 

Under local anzsthesia a further examination of the nose 
was carried out, and the object ey | mentioned, which 
proved to be the bead, was removed. It was an ordinary 
aay bead with a rough surface, and was carefully preserved 

or bacteriological investigation. 

Treatment, following a recent paper by L. B. Cole,* 
consisted in administering massive doses of tetanus 
antitoxin. Under general anesthesia lumbar puncture 
was carried out, and 25 c.cm. of cerebro-spinal fluid 
was withdrawn. The fluid was under pressure, and 
on examination both chemically and microscopically 
was found to be normal in all respects. It was 
replaced by 50,000 units of antitetanic serum, and 
a further 50,000 units was injected intravenously. 

On recovering from the anesthetic the child was 
in exactly the same state as before. When raised 
by the occiput his back remained rigid, flexion 
occurring at the hips. During the night he had two 
short spasms, each of a few seconds’ duration, and 
characterised by generalised clonic twitching. Next 
day his condition was unchanged, although his 
temperature had fallen, and in spite of the administra- 
tion of large quantities of glucose, there was acetone 
in both breath and urine. He was given a further 
26,000 units of antitetanic serum by the intravenous 
route. His temperature rose again that night to 
102-8° F., and at 8 a.M. next morning he became 
unconscious. The rigidity was still very marked. 
He never regained consciousness and died at 10.15 a.m. 

A post-mortem examination was performed, the positive 
findings being as follows: (1) The left middle-ear cleft 
contained mucopus; (2) there was a well-marked purulent 
exudate, suggestive of leptomeningitis on the lateral aspects 
of both cerebral hemispheres, especially on the right side, 
and in the walls of the longitudinal fissure. There was no 
basal meningitis. 

Bacteriologically the meningeal exudate was sterile. Cultures 
were made from the bead and from the floor of the nose, 
and from the only other possible source of infection, a small 
abrasion on the right wrist. The cultures from nose and 
wrist showed no organisms resembling Bacillus tetani, but 
the culture from the bead showed organisms resembling 
B. tetani, along with other organisms. Subculture was 
performed on two occasions, and the drumstick baeilli 
were isolated in almost pure culture. 

The points of interest in this case are: (1) The 
unusual method of introduction of the infection. 
(2) The rare combination of facial paresis and tetanus 
(Kopftetanus). (3) The failure of even massive doses 
of antitetanic serum in checking the progress of the 
disease. (4) It raises the question of the advisability 
of administering antitetanic serum as a prophylactic 
in similar cases where the foreign body may have been 
infected with tetanus spores or bacilli. 


We are indebted to Dr. Douglas Guthrie, aural 
surgeon to the hospital, for allowing us to publish the 
case. 





THE BLUE (‘*MONGOLIAN’’) SPOT 
AMONG JEWISH GROUPS IN PALESTINE 


By Heten KaaGan, M.D. 


PHYSICIAN-IN-CHARGE OF THE CHILDREN’S SECTION OF THE 
SHAARE ZEDEK HOSPITAL, JERUSALEM 


THE so-called ‘‘ Mongolian” spot is a blue, flat 
spot in the sacral or dorsal region which gradually 
fades away into the normal colour of the skin ; it is 
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congenital and disappears at the end of the first or 
second year of life without leaving any trace. It 
was first observed by Erwin: Baelz (1885) in new- 
born Japanese infants, and received its name from 
him. A few years later it was established that the 
spot existed among all Mongolian peoples. Among 
the white races it is seen only in exceptional and 
isolated cases, but it has long been known to the 
people in regions inhabited by negroes, and in 
countries like Peru and the Argentine it is considered 
a sure sign of negro blood. Its incidence among 
negroes and the offspring of intermarriage between 
them and other races conclusively proves that the 
so-called Mongolian spot cannot be regarded as a 
Mongolian racial characteristic, and it should therefore 
be called simply the “ congenital blue spot ” (macula 
cerulea congenita). 

B. Adachi! showed that the identical corium 
pigment cells that cause the blue spot were to be 
found in the corium of the sacral region in 50 per 
cent. of all new-born infants of the Caucasian race. 
He was able to prove that the pigment of the epidermis 
and that of the corium are, embryologically, formed 
independently of each other. He also pointed out 
that the presence of pigment in varying degree, at 
times in the epidermis, at times in the corium, forms 
an outstanding characteristic of different types of 
ape. The chimpanzee, for instance, possesses 
extremely little corium pigment and a large quantity 
of epidermal pigment, which is responsible for the 
brown colour. The opposite is the case with the 
macaque, which possesses very little epidermal 
pigment and a large quantity of corium pigment, 
and is of a blue colour. In man the epidermal pigment 
alone remains, while the corium pigment, most 
frequently localised in the sacral region, is preserved 
in a very rudimentary and transitory form during 
the last months of intra-uterine life and the first year. 
It may remain in microscopical quantities in the 
Caucasian race, or in larger quantities causing the 
blue spot. 

The blue spot cannot be regarded as directly 
proportional to the degree of general pigmentation 
of race or individual, though there is a close inter- 
relation between its existence and the intensity of 
the epidermal pigmentation of the body. In Palestine 
I have found several pronounced blue spots in children 
with a very fair skin, brown hair, and brown eyes 
(though never in children with fair skin and blue eyes), 
while not infrequently children with dark skin and 
dark brown hair and eyes; contrary to all expectations, 
showed no trace of it. 

The blue spot can at times furnish a clue to 
parentage. Thus in the case of a child with very 
fair skin, chestnut hair, and grey eyes, a large blue 
spot in the sacral region, and a fair Anglo-Saxon 
father, we assumed some admixture of exotic blood, 
and subsequent inquiries showed that the mother 
was a Syrian. A younger sister, fair and with blue 
eyes, showed no trace of the blue spot. According 
to Adachi’s conception, the blue spot would still 
remain a symptom of anthropological importance 
which should not be under-estimated. 

A SYSTEMATIC STUDY IN PALESTINE 

No special investigations with regard to the 
incidence of the blue spot among the Jews of Europe 
and America seem to have been made. This fact 
may imply that the incidence of the blue spot is 
not much more frequent in Jews than in the peoples 
among whom they have long been living, a deduction 
that seems to be corroborated by our own observations 


‘ Zeit. f. Morph. and Anthrop., 1903, iv., 1. 
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among the Ashkenasic and other Jewish groups. My 
attention was first drawn to the existence of the 
blue spot in the infant welfare centre in the Jewish 
= of the old city, the first of its kind in 
erusalem, attended at that time by many Yemenite 
children from the Shiloah village. The blue spot 
there was very common, whilst at the Rothschild 
Hospital, attended mostly by Ashkenasim, only the 
most diligent search led to its detection. 

My investigations were conducted between 1921 
and 1924 on 2663 Jewish infants up to 12 months of 
age who passed through my hands in my capacity 
of physician-in-charge of the children’s section of 
the Rothschild Hospital and the Hadassah infant 
welfare work in Jerusalem. 





l 
Origin of parents. ant. Positive. Negative. | Per 








cent. 
Ashkenasim— 
Poland, Russia .. 1419 6 1413 
Hungary .. oe 106 —_ 106 
Germany .. - 68 1 67 
Rumania .. oe 92 1 oe 4 
1685 8 1677 | 0-47 
} 
Sephardim .. ae 620 15 605 2-41 
rgians oe oe 23 5 |} 21-7 
Bokharians .. os 26 C«S; oo) 17 | 34-6 
Mugrabi (N. Africa). . 52 28 24 53-8 
Aleppo ee oe 29 19 10 65-5 
Persians oe ee 116 | 100 16 86-2 
Yemenites .. oe | 112 101 ll | 90-1 


| 





The Table shows that the origin of the parents or 
infants plays a very important réle. Thus the 
children of the so-called Ashkenasic parents, hailing 
from Poland, Russia, and Hungary, showed a 
frequency of 0-47 per cent., whilst those of Yemenite 
parentage showed a frequency of 90 per cent., an 
incidence 180 times as great. Offspring of marriage 
between Ashkenasim and Yemenite Jews show a 
heavy incidence. 

The blue spot is comparatively rare among the 
Sephardim (Spanish Jews), its incidence being only 
five times as great as among the Ashkenasim. Most 
striking, however, is the increased frequency in 
Jews from Asia and North Africa—i.e., Georgian, 
Bokharian, Persian, and Yemenite. Without in any 
way wishing to stress the significance of the blue spot 
as a racial characteristic, it is certainly striking that 
the Ashkenasim, followed closely by the Sephardim, 
show so markedly low an incidence as compared 
with the Asiatic groups. It would be most interesting 
if a study could be made in regions inhabited by 
Sephardim in homogeneous masses where no oppor- 
tunity offers for intermarriage with Asiatic Jewish 
groups. A proper understanding of the laws of 
heredity governing the incidence of the blue spot 
will only be attained after systematic research 
extending over decades, including the examination 
of all new-born infants of the various Jewish groups, 
and when the descendants of individuals affected 
with the blue spot in infancy can be definitely 
traced. 

In the course of the past 40 years the Jewish 
race has been widely discussed from every possible 
aspect and angle, and all kinds of conflicting opinions 
have been expressed with regard to the existing or 
entire absence of purity and unity of race of the 
various groups. It is certainly not my intention to 
attempt to draw any conclusions concerning the 
purity of the Jewish race from the frequency or 
infrequency of the blue spot, but the observation 
made so far will no doubt be of interest to all those 
engaged in anthropological studies of the Jewish race 
and its various groups. 








CONCLUSIONS 


1. The blue spot has anthropological significance. 

2. The incidence of the blue spot among Jews 
varies according to their origin. It is rarest (0-47 per 
cent.) in the Ashkenasic Jews hailing from Poland, 
Russia, and Hungary, and most frequent (90-1 per 
cent.) in Jews from the Yemen. 

3. Among the Spanish Jews in Palestine the 
incidence of the blue spot is five times as high as 
among the Ashkenasim, though considerably lower 
than among the Jews belonging to the Asiatic and 
North African groups. 





PRIMARY THROMBOSIS OF THE 
AXILLARY VEIN 
WITH RECURRENCE 


By Dovuetas Firtu, M.D. Cams., F.R.C.P. Lonp. 
PHYSICIAN TO KING’S COLLEGE HOSPITAL 
AND 
RopeERiIcK Mackay, M.B. ABERD. 





In November, 1930, a healthy girl of 19 was 
attending a school of domestic economy and during 
the course of her work stirred a heavy Christmas 
pudding mixture. On the following morning the right 
arm ached, and in two or three hours the arm and 
forearm became much swollen and of a deep pink 
colour ; three days later there was definite discomfort 
and fullness of the axilla. She was seen next day 
by one of us(R.M.), who found general edema of the 
hand and arm, and a swelling, the size of an almond, 
in the axilla. 


When seen on Nov. 16th the right arm was swollen, 
cyanotic, and pitted on pressure. It was warm, and the 
radial pulse was easily found. The axilla felt full, but no 
glands were detected, and while movements of the limb 
caused discomfort there was no pain in the joint. No 
fever was detected at anytime. A general clinical examina- 
tion revealed no other abnormality, and a radiogram of the 
shoulder showed bone, joint, and periosteum to normal. 

The swelling subsided vg | slowly, but had entirely 
disappeared in five months, by which time the full use 
of the arm had been restored, although it ached a little after 
a heavy day. The girl remained very well until June 23rd, 
1932, when the left arm ached and began to swell. This 
was more noticeable on the 26th, and in a few hours the 
condition of the left arm resembled that of the right 19 
months previously. It was cedematous from shoulder to 
fingers, slightly aie, with prominent veins. There was no 
history of previous trauma or undue exertion. On the 
80th the left arm was swollen to the shoulder, pitted on 
pressure, and a little cyanosed. The axilla was full, but 
nothing definite was palpable and no tenderness was detected 
anywhere. As before, the rest of the examination was 
negative. No septic foci were found, and indeed the girl 
seemed to be, as she always had been, in excellent health. 

A complete blood examination was carried out, and as 
we have seen no record of such examinations the figures are 
appended. 


Red cells .. .. 5,440,000 Polymorphs. .. .. 710 
White cells.. .. 7,600 Eosinophils co -os Je 
Hemoglobin oe 103% Lymphocytes .. .. 270 
Colour-index ee 0-95 Large hyal. mono... 1°5 


Platelets: 330,000 per c.mm. (normal 200—500,000). 
Coagulation time: 1 min. 41} sec. (Dale and Laidlaw’s 
method). Blood calcium: 11-2 mg. per 100 c.cm, (normal 
9-11 mg. per 100 c.cm.). ‘ 

The swelling of the arm began to decrease after a patent 
and the colour is now normal with every prospect of complete 
restoration of the full use of the limb at no distant date. 


Primary thrombosis of the axillary vein, of which 
the above is a typical instance, is a rare though 
recognised condition which has attracted more 
attention on the continent than in this country, 
where the most recent paper appears to be that of 
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Pearce Gould and Patey' in 1928, who recorded 
eight cases, and gave a full summary of the literature 
from which certain definite points emerge. 

The condition affects mainly young adults 
between 20 and 30 years of age; the sex in nearly 
all cases is male, and the arm affected the right. 


Usually a history of trauma, in the shape of unusual | 
exertion or use of the arm, can be obtained, and most | 


authorities agree to the view that trauma is a definite 
factor in the etiology. 

Pearce Gould and Patey, and Lowenstein (whom 
they quote) conducted experiments to ascertain the 
structure responsible for the trauma, and while the 
latter suggested the costocoracoid ligament damaged 
the axillary vein, the former considered the sub- 
clavius muscle is responsible for trauma to the delicate 
subclavio-axillary valve; in both cases undue 


* Gould, E. L. P., Patey, D. H.: Brit. Jour. Surg., 1928, xvi., 298. 


| “exercise” with the arm abducted and the vein dis- 
| tended by an expiratory effort being necessary factors. 
| Léhr,* who describes six cases, and points out that 
| the condition has nothing to do with ordinary throm- 
| bosis of the upper extremities, agrees to the principle 
| if not to the actual cause. 

The diagnosis is easy if the condition is kept in 
mind and the progress good, the only treatment 
| needed being rest and later massage. 

The case described presents some added features 
_of interest: the sex is unusual, the involvement 
|of the opposite side after an interval of time 
has not apparently been recorded before, while 
the uniformly negative results obtained on clinical 
and pathological examination strongly support the 
| hypothesis that trauma, and trauma alone, is the 
primary cause of the condition. 


* Lohr, W.: Deut. Zeit. f. Chir., 1929, ccxiv., 263. 








BRITISH MEDICAL ASSOCIATION 
CENTENARY MEETING IN LONDON 


SECTION OF OTO-LARYNGOLOGY 
UNDER the presidency of Sir StCiatr THOMSON, 
this section discussed the end-results of the 


Tonsil and Adenoid Operation 


in childhood and adolescence. The subject was 
introduced from the statistical standpoint by Dr. 
J. ALISON GLOVER (London) in a paper by himself 
and Dr. Joyce Wilson. He explained that by 
“tonsillectomy ’’ he meant the double operation, 
and by ‘end-results” the result seen after con- 
valescence from the operation was complete. In 
1923 when a number of warnings on the subject were 
issued by the chief medical officer of the Board of 
Education it was found that 47,685 such operations 
had been carried out in England and Wales, while 
-in 1930 the number had risen to 109,738. The 
operation was particularly rife in public schools, 
where the percentage of the boys who had had 
tonsillectomy done varied from 33 to about 70. 
And more cases than ever were now being operated 
upon at 6 years of age. In Munich only one-half per 
cent. of the school-children were tonsillectomised, and 
in Missouri State only two per cent. Enlarged tonsils 
and adenoids affected all classes of the community 
about equally, yet a disproportionately large number 
of children of the more leisured classes suffered the 
operation. It was therefore well to pause and reckon 
up the end-results of this growing practice. There 
were, he said, three classes of patients to consider : 
41) those in whom it was certain that the tonsils were 
diseased ; (2) those in whom there was reasonable 
doubt as to this; (3) those in whom tonsillectomy 
was done as a preventive or curative measure. W. M. 
Ash, in an analysis of 1691 cases, showed that out 
of 100 cases 20 were operated on for frequent sore- 
threats and tonsillitis, 12 for frequent colds, 12 for 
chest conditions, 11 for enlarged turbinates, 11 for 
earache and obstructive deafness, 4 for tubal catarrh, 
6 for otitis media, 6 for enlarged cervical glands, 
4 for rheumatic conditions, 9 for systemic and general 
conditions, 3 for eye conditions, 4 for what were 
called reflex conditions. An extensive statistical 
inquiry did not support the contention that tonsil- 
lectomy was a safeguard against subsequent illness 
due to infectious disease. He held no brief for the 
retention of diseased or really obstructive tonsils 
or adenoids, nor did he cast doubt on the high value 


of the operation in cases in which there was sure 
evidence of toxic or obstructive damage; but a 
review of the literature suggested that the excellent 
end-results of tonsillectomy in selected cases had 
been statistically overweighted by the indifferent 
end-results in cases in which the operation had been 
performed as a prophylactic ritual. A large pro- 
portion of the tonsillectomies now being done on 
children were, he thought, unnecessary. : 
DISCUSSION 

Dr. REGINALD MILLER (London) said the cardinal 
feature of rheumatism in young subjects was two- 
fold: (1) its tendency to recrudesce and relapse ; 
(2) the danger of damage to the heart valves, a 
condition responsible for so many deaths in young 
and middle-aged people. In these rheumatic subjects 
the throat was not grossly obstructed ; frequently 
the tonsil was small, and in a number of the cases it 
was buried. Some 80 per cent. of rheumatic children 
had septic tonsils and suffered from sore-throats 
before actual rheumatic symptoms developed. The 
rheumatic attack was often ushered in by tonsillitis, 
and the association between rheumatism and tonsil- 
litis was very close. It was difficult to assess the 
value of tonsillectomy, as the problem was so com- 
plicated; no statistics could take the place of the 
impression to be derived from a careful watching of 
the cases over a considerable period. His practice 
was to keep these children on definite doses of 
salicylates. Many of his cases certainly had been 
spared serious rheumatic trouble by tonsillectomy. 
His view was that early tonsillectomy lessened the 
danger of fresh trouble in the heart, and if there 
should be another rheumatic visitation its intensity 
was much reduced by the operation. Though the 
tonsils were the main portal of entry of the causal 
microbe, they were not the only one; certainly the 
intestines were another portal, and the environment 
was important. He contended that there was no reason 
to be dissatisfied with the results of tonsillectomy 
when it was performed under proper safeguards. 

Mr. J. A. KEEN (Leicester) thought it was fair to 
draw conclusions from efficiently performed tonsil- 
lectomies ; a second operation for removal of tonsils 
ought never to be needed. An imperfectly performed 
operation was worse than no operation, and the 
tendency to colds and other troubles was then worse 
than if nothing had beendone. Sometimes the operation 
was blamed for a result due to nothing but faulty 
technique. He did not agree that a high-arched 
palate was a result of neglected adenoids. In 
assessing end-results, the condition many months 
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after the operation should be considered. He was able 
to show a distinct increase in all the measurements 
of children after the operation. 

Mr. James Apam (Glasgow) thought that not 
sufficient attention was directed, generally, to 
measures to avoid the need for operation. Lymphoid 
tissue would not be present unless it served a purpose 
in the body economy. If, as Dr. Miller contended, 
it was so important to remove the tonsils for rheuma- 
tism, why was not the lingual tonsil included? In 
a series of 100 operated children compared with another 
of 300 not operated it was found that less infectious 
disease was caught by the non-operated than by the 
operated. The ideal age for removal was 6 to 7 
years; if it were done at a later age, the adenoid 
facies resulted. 

Mr. A. Lownpes Yates (London) remarked that 
when small pieces of tonsil were left behind at 
operation, they did little harm until the fibrous tissue 
contracted ; then in later life there ensued a scarring 
on fauces and palate. To leave such portions was 
not as harmless as some thought. An operation 
for this condition was only half performed if all 
the conditions present were not dealt with ; sepsis 
might be a constant factor, because of the daily 
environment of the patient; even septic teeth in 
the mouth of the mother might be a real danger to 
her child. In these cases too there was usually 
some coexisting sinusitis and rhinitis. In some 
patients the resistance was so low that operation 
should be postponed until it had been raised. It 


did not always follow that because tonsils were 
enlarged they should be removed. 

Mr. C. HAMBLEN Tuomas (London) agreed that 
tonsil and adenoid operations were now definitely 
on the increase, and in some instances the practice 


was excessive. In some, the fact of operating was a 
confession of failure. It could be accepted, in a 
general way, that the reason a physician sent a child 
for the operation was that his observation had taught 
him it was beneficial ; certainly parents who brought 
their children to have the operation done held that 
view, and they were unprejudiced witnesses. Removal 
of diseased tonsils and adenoids increased the child’s 
alertness, although no improvement could be expected 
in the mentality of defectives. 

Mr. C. E. JoNES-PHILLIPSON (Cape Town) said there 
would always be many who would continue their 
practice of removing diseased tonsils and adenoids 
because they were convinced of the good end-results. 
These results however were not so good as they might 
be if sufficient attention was paid to the teeth. 

Dr. Dan McKenzie (London) said the fact that a 
recurrence of lymphoid tissue took place after opera- 
tion played havoc with the value of the statistics 
presented in the opening paper. It was important 
to know whether, in the figures quoted, examination 
was made for the presence of adenoids of the naso- 
pharynx ; without that, the statistics were of little 
value. What was required was information as to 
the causal factors in these enlargements. 

Dr. J. Kerr Love (Glasgow) protested that tonsil 
amd adenoid removal should not always be linked 
together, as was the present practice. He pleaded 
for earlier removal of adenoids, leaving the tonsils 
until it was seen whether they actually produced 
harm. 

Dr. P. Watson-WILLIAMS (Bristol) reminded the 
meeting that it was at his instigation that the Royal 
Society of Medicine instituted an inquiry into the 
frequency of the operation. So long as the tonsils 
were able to cope with the infection they could be 
left, but when they became choked by a massive 
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infection, removal of them was justified. Not untid 
it was felt that the patient had a systemic infection 
should the tonsils be removed. 

The PRESIDENT said that the surgeon should be 
first a physician, searching for all possible sources of 
trouble before deciding as to operation. It could 
be said that few had left tonsils which they should 
have removed, but many removed tonsils which they 
ought not to have removed. 





SECTION OF NEUROLOGY 
With Dr. J. 8. COLLIER, a vice-president of the 
section, in the chair, a discussion on 


Disorders of the Sympathetic Nervous System 


and their response to medical and surgical treatment 
was opened by Prof. Epwin BRAMWELL (Edinburgh). 
The sympathetic nervous system was, he said, 
occupying an increasingly prominent position in 
medicine, and he proceeded briefly to review the 
progress of neurology since the time of Sir Charles 
Bell’s work in 1811. The attention of clinicians 
during the first half of the nineteenth century had 
been mainly directed to the problems of the corre- 
lation of symptomatology with morbid anatomy, the 
differentiation of diseases, and the significance of 
physical signs. Shortly afterwards further additions 
to neurological knowledge were made by the histo- 
logical work of Golgi, Nissl, and others. As the 
nineteenth century drew to its close, physiological 
conceptions tended to replace the more strictly 
anatomical outlook, especially owing to the work of 
Hughlings Jackson and Sir Charles Sherrington. 
Finally, an impetus was given to the psychological 
aspect of nervous disease by the studies of Janet, 
Dejerine, and Freud. Up to the last few years little 
attention had been paid by the clinician to the 
autonomic nervous system. Half a century ago 
nothing was known concerning the physiological. 
anatomy of the autonomic system or ef its purpose 
as a functioning mechanism. In spite of considerable 
progress during recent years our pathological and 
clinical knowledge concerning this system was still 
in its infancy. It was, he said, the Cambridge physio- 
logists Gaskell, Langley, and Anderson who unravelled 
the scheme of the efferent autonomic system. Gaskell 
demonstrated that the viscera received nerve-fibres 
not only from the thoracic region of the spinal cord 
but also from the brain stem and sacral regions; he 
argued that the action of these two sets of fibres was 
antagonistic, the former probably having a katabolic, 
the latter an anabolic function. Langley had estab- 
lished the general anatomical plan of the efferent 
autonomic system as we now knew it; he also 
demonstrated that adrenaline had a stimulating 
effect upon the sympathetic system, and in con- 
junction with Anderson did much to elaborate the 
details of autonomic innervation. There had been 
some confusion regarding nomenclature, and a 
uniform terminology was much to be desired. The 
nomenclature here employed was that of Langley, 
who suggested the term “ autonomic ” to denote the 
system as a whole, and the terms “sympathetic ’” 
and “ parasympathetic ’’ for the thoracie and cranio- 
sacral subdivisions respectively. 

It was not, said Prof. Bramwell, until the publica- 
tions of Eppinger and Hess in 1909 on vagotonia and 
sympatheticotonia and of Crile and Cannon in 1915 
on the effect of emotion that the interest of clinicians 
was aroused and directed to autonomic disorders. 
In 1924 the results of Hunter’s suggestive investiga- 
tions upon the dual innervation of muscle and the 
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question of muscle tone together with Royle’s opera- 
tive experiences attracted the attention of surgeons. 
We were still, however, without definite knowledge 
of the morbid anatomy of the autonomic system. 
The condition known as achalasia gastrica (cardio- 
spasm) was the only disease in which it had been 
worked out. 

Sir Percy SARGENT (London) stated that three 
main points in the surgery of the autonomic system 
had to be considered: (1) So far the operations 
were destructive, and consisted in the cutting off 
of sympathetic nerve-supply ; as yet nothing con- 
structive had been attempted. (2) Actual diseased 
structures were not dealt with so much as disturbing 
nervous influence resulting in disease in other parts. 
(3) The surgery of the autonomic system was still 
in an experimental stage. He then referred to 
resections of sympathetic nerve-roots in the treat- 
ment of Raynaud’s disease and of peri-arterial 
sympathetic fibres in causalgia and in senile gangrene. 
The operation in Raynaud’s disease and in Hirsch- 
sprung’s disease now had an established position, 
and the results appeared extremely promising. 
Certain types of chronic constipation were amenable 
to similar treatment. 


Mr. R. H. Boaeon (London) considered the treat- 
ment of chronic constipation by operative measures 
on the autonomic system. The colon, he said, was 
# complicated neuromuscular mechanism, not a 
simple tube. The normal functioning of this 
mechanism depended upon the governing factors 
working on a codrdinated basis. He described the 


autonomic nerve-supply to the colon, and emphasised 
the fact that its normal function depended upon a 
proper sympathetic and parasympathetic balance. 
The sympathetic fibres were inhibitory and caused 


contraction of the sphincter and relaxation of the 
muscle wall, whereas the parasympathetic impulses 
were motor in function. Excellent results had been 
obtained by section of the sympathetic supply to the 
distal colon in cases of Hirschsprung’s disease, a 
condition which appeared to result from lack of 
balance between sympathetic and parasympathetic 
systems. The same procedure could be applied to 
certain types of chronic constipation. The results 
were not so dramatic as in the case of megacolon, 
and the patients required careful after-treatment to 
tTe-educate their colons. Mr. Boggon then described 
the technical details of the operation, giving illus- 
trative examples. 


Prof. E. D. TEetrorp (Manchester) referred to 
certain vascular disturbances of the extremities 
and their relation to the sympathetic nervous system. 
In conjunction with Prof. J. 8. B. Stopford he had 
studied over 100 cases, in 35 of which operations 
had been done on the sympathetic nervous system. 
Six of the cases were examples of the vascular com- 
plications of cervical rib; the remainder were 
instances of thrombo-angeitis obliterans and of 
Raynaud's disease. It was not easy to differentiate 
between these two latter diseases; it appeared 
likely that they both had a common origin in some 
irritative lesion of the sympathetic nervous system. 
It was not unusual to find in the same patient classical 
thrombo-angeitis obliterans in the legs and a Raynaud 
syndrome in the hands. Of these vasospastic diseases 
the cases with cervical rib gave the clearest picture 
of vasospasm, since they arose from a chronic, per- 
sistent, and low-grade irritation of a bundle of fibres 
due to friction against the rib. A period of coldness 
and pallor due to persistent vasoconstriction was 
followed by the onset of thrombosis which might spread 





rapidly from the digits to the junction of the brachial 
and axillary arteries. This thrombosis was the 
direct result of spasm and was no doubt due to 
narrowing or obliteration of the vasa vasorum. 

Similarly, in the other vasospastic diseases the 
initial spasm was followed later by thrombosis and the 
area of spasm was steadily diminished by the spread 
of a thrombotic area. Hence, if sympathectomy 
is to be of any use it must be done early, since although 
it could abolish spasm, it could have no effect on 
an organised thrombus. Sympathectomy appeared, 
in the present state of our knowledge, to be the 
only rational method of treatment. It should 
take the form of an extensive resection of cord and 
ganglia. The perivascular operation was anatomically 
unsound in the limbs, and ramisectomy, whilst ideal, 
was likely to prove insufficient owing to the very 
variable anatomy of the sympathetic nervous system. 
In discussing results, it was often objected that the 
effects of the operation were temporary. In the 
speaker’s opinion the results were complete and 
permanent provided a sufficiently wide operation 
had been planned on true anatomical lines. Restora- 
tion of function depended mainly upon early operation. 
The later cases with severe claudication or gangrene 
did not do well. Every case should be tested before 
operation either by the induction of fever or preferably 
by nerve block. 


Mr. GEOFFREY JEFFERSON (Manchester) discussed 
the central cell stations in the hypothalamus. He 
described the anatomy of and the recent work on this 
region of the brain in the attempted localisation 
of the function of the different nuclei. One of the 
most striking translations that neurology had witnessed 
was the slow stripping of one vital function after 
another from the pituitary body and their re-establish- 
ment in neighbouring neural structures. The meta- 
bolism of water and of carbohydrates, the regulation 
of blood pressure, of cardiac rhythm as well as of gastro- 
intestinal secretion were known to be influenced, if 
not directly controlled, by centres in the hypo- 
thalamus. Mr. Jefferson then described cases of 
cerebral tumour involving the hypothalamus, the 
pituitary body, and the third ventricle. Such lesions 
might be associated with glycosuria, disturbance 
of temperature, polyuria, polydipsia, &«.—and he 
illustrated his descriptions with lantern slides. For 
too long, he concluded, we had regarded man as a 
spinal and medullary animal when we had attempted 
to explain sudden and unexpected fatalities. If 
this view were true it should be almost impossible to 
die from a hemispherical lesion ; but actual experi- 
ence completely refuted such a belief. In the 
explanation of fatalities from hemispherical lesions, 
a@ supratentorial cause must be looked for as well 
as a possible medullary involvement. It was in 
the head ganglion of the sympathetic in the midbrain 
that we should seek for the explanation of these 
occurrences. 


Prof. J. BEaTT1£ (Montreal) described the anatomy 
and physiology of the hypothalamic region. There 
were three main groups of nerve-cells: (1) the suprae 
optic; (2) the posterior hypothalamic; and (3) the 
posterior pituitary. The posterior hypothalamic 
group controlled mainly the autonomic system and 
when this group was destroyed in animals they 
invariably died from general peritonitis following 
perforation of acute gastric or duodenal ulkers. 
The hypothalamic group of cells, he considered, 
maintained the balance between the sympathetic and 
the parasympathetic systems. The supra-optic nuclei 
inhibited and possibly controlled to some extent 
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the hypothalamic group. The connexions and 
physiological mechanisms of the different hypo- 
thalamic nuclei were then described and illustrated 
with diagrams. 

Dr. W. RussEtt Brain (London) described the 
anatomical arrangements, both central and peripheral, 
of the ocular sympathetic system and detailed the 
clinical phenomena resulting from its disturbance. 
Exophthalmus might occur as the result of organic 
lesions of the central nervous system, such as encepha- 
litis lethargica, cerebral vascular lesions (especially 
when situated in the choroido-occipital region), tabes 
dorsalis, and rarely in disseminated sclerosis and in 
hereditary ataxia. Penfield had described it as part 
of the attack in what he had termed “ diencephalic 
autonomic epilepsy ’”’—a widespread excitation of 
autonomic function which occurred paroxysmally 
in a case of tumour of the third ventricle. Exoph- 
thalmus, especially retraction of the upper lid, resulted 
from over-action of the ocular sympathetic system. 
Thus, there were at least two factors responsible 
for the production of exophthalmus : (1) over-activity 
of the ocular sympathetic system, and (2) edema of 
the orbital contents. Vasodilatation of central origin 
might also play some part in its production and this 
aspect might well repay further investigation. 

Mr, A. 8. BLUNDELL BanKart (London) commented 
upon the fact that little had been said about sympa- 
thectomy for spastic paralysis. The reason of course 


was that this method of treatment, based he believed 
on an unsound physiological research, had proved 
a failure in practice and was now discarded. It 
should not be forgotten, however, that all recent 
work on the surgery of the sympathetic nervous 
system was the outcome of earlier attempts to influence 
the tone or spasticity of skeletal muscles by removing 


their supposed sympathetic nerve-supply. Although 
these earlier operations failed to accomplish their 
purpose they might have some value. Mr. Bankart 
had a special interest in the subject as he believed 
he was the first surgeon to perform sympathectomy 
for spastic paralysis in the human subject, and 
incidentally the first to employ the posterior approach 
to the sympathetic ganglia and cord. Removal 
of the stellate ganglion for infantile hemiplegia did 
not have any effect upon the tone or spasticity 
of the muscles, nor so far as could be seen upon 
the circulation of the limb. Although there was some 
transient vasodilatation, there was no obvious lasting 
change and no disturbance of the sympathetic nervous 
system was found even when a patient was seen 
years afterwards, beyond a slight degree of enoph- 
thalmus. The operation of ramisectomy as devised 
and employed for the express purpose of alleviating 
spastic paralysis had proved a complete failure. 
Incidentally, however, it gave us a technique which 
opened up possibilities of treating other conditions 
which might be benefited by a more or less permanent 
sympathetic paralysis. 

Mr. J. Bacot OLpHam (Liverpool) described the 
use of spinal anesthesia as a test of the results that 
might be expected by sympathectomy, especially 
in cases of intestinal stasis and in Hirschsprung’s 
disease. In the latter, the colon on X ray examination 
was found to be relatively contracted during spinal 
anesthesia; the same result could be expected 
from sympathectomy. He mentioned that after 
four years two cases of Hirschsprung’s disease 
remained perfect clinical examples. Renal sym- 
pathectomy had been found to abolish renal pain 
and he mentioned four cases which had been relieved 
by such an operation. 





Dr. 8. Levy Simpson (London) said that some 
70 years ago Raynaud described his disease and put 
forward his theory of a vasomotor neurosis. In 
1929 Sir Thomas Lewis carried out an interesting 
series of experiments and concluded that we must 
discard Raynaud’s theory and substitute for it the 
hypothesis of a local fault of the digital vessels. 
Working with Brown and Adson at the Mayo Clinic 
over a long period, Dr. Simpson had found that 
Lewis's views were applicable only to late complicated 
cases of the disease in which secondary changes had 
taken place in the terminal digital vessels. In early 
cases, angsthetisation or complete interruption of 
the sympathetic nerve-fibres by operation prevented 
any manifestations of Raynaud’s disease. He would 
also emphasise the attacks produced by psychic 
stimuli. These attacks were often associated with 
sweating of the hands, and if one did not admit a 
hypersensitivity of the sympathetic nervous system 
it would be necessary to postulate an abnormality of 
the sweat glands for which there was no evidence. 
White of Boston had since carried out similar observa- 
tions and had confirmed the work at the Mayo Clinic. 
It was therefore a matter of regret that Sir Thomas 
Lewis had not referred to this aspect of the problem 
in his recent lecture. Dr. Simpson did not agree with 
Prof. Telford’s attempt to identify Raynaud’s disease 
with thrombo-angeitis obliterans. The invariable 
symmetry, the patency of the vessels at the wrist 
or ankle, the age, and sex, were some of the features 
that distinguished Raynaud’s disease. 


SECTION OF RADIOLOGY 


At the first meeting of this section the chair was 
taken by the President, Dr. STaNLEY MELVILLE, 
and Dr. J. F. BraitsrorD (Birmingham) opened a 
discussion on the radiographic investigation of 


Lumbar and Sciatic Pain 


He said that no group of symptoms might be due 
to such a diversity of causes as those known as 
‘“Jumbago”’ or “sciatica.” It was possible to 
determine the cause of the symptoms by radiography 
in a large number of cases, and no wise clinician 
would neglect this aid. The lesions causing the 
symptoms might be due to (a) congenital or develop- 
mental abnormalities; (b) trauma; (c) toxemia; 
(d) acute or inflammatory conditions ; and (e) tumours. 

Congenital or developmental abnormalities occurred 
in a comparatively large percentage of apparently 
normal people. They should not be taken as the 
cause of the symptoms without good reason, but 
operation to cure them often relieved the pain. 


‘** Gynecological” backache could often be elucidated , 


by radiography. Injuries to the back seemed to be 
far more important in middle life than in youth ; 
many attacks of so-called lumbago seemed to 
originate in sudden involuntary movements of the 
spine. It was difficult to assess the importance of 
trauma and pain, but where a claim to compensation 
might arise it was essential to take a radiogram 
as soon as possible and to examine it very carefully 
for bone injury. Immediately after injury to a 
vertebral body there might be very little evidence 
of deformity, but a week or so later signs of crushing 
might be visible. 

In particular patients relief might be obtained 
by the discovery and eradication of any one or 
several of the various septic foci, but no such success 
should be allowed to become an obsession and a 
thorough investigation should be made before con- 
clusions were drawn. No more characteristic lesion 
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was detected by radiography than dental sepsis, and 
no more clearly related examples of cause and effect 
could be found. Unfortunately, the patient was 
often unaware of his dental trouble and often his 
dentist was not consulted when the symptoms arose. 
If the teeth gave the patient no discomfort and 
showed no clinical or radiographic signs of sepsis, 
they were not the cause of symptoms. In Dr. 
Brailsford’s view the dental radiograph should be taken 
and interpreted by a radiologist; it was important 
to radiograph the site of pain as well as the possible 
source of toxin. Only harm could be caused by the 
removal of normal structures. In lumbar and 
sciatie pain, antero-posterior and lateral radiograms 
of the lumbar and sacral spine, pelvis, and hip- 
joints should always be made. Paget’s disease and 
secondary malignant deposits might be discovered 
radiographically before there was any clinical evidence 
of their existence. 

Dr. R. M. Beata (Belfast) said that the pain 
of urinary disorder varied from frequent attacks 
of acute renal colic to a dull, continual backache, and 
its intensity did not necessarily correspond with 
the severity of the lesion. It might follow the typical 
renal colic distribution ; it might be unilateral or 
bilateral; it might radiate down the legs to the 
toes, suggesting sciatica, or it might be referred 
to the other side. Fullerton held that the distension 
of a renal pelvis set up impulses which might be 
referred to any part of the area supplied by the 
nerves arising from the sixth dorsal to the third 
lumbar. The value of radiological findings had been 
much increased by retrograde pyelography. With 
Prof, A. Fullerton he had found that intravenous 
pyelography was especially valuable where the 
passage of a cystoscope was difficult or impossible ; 
it enabled pyelograms of both kidneys to be obtained 
in one examination, provided a functional test of the 
relative excretive activity of the two kidneys, and 
might give a complete diagnosis in the preliminary 
examination. When this method was used the patient 
was saved from the discomfort of the cystoscope: 
On the other hand, the shadows of the dye were 
much less dense and well-defined than with the 
retrograde method, and small deformities of outline 
might be overlooked ; moreover, since the secretion 
of the diseased kidney was diminished or absent, the 
pelvis was less well-defined. Uroselectan B was the 
best contrast solution for intravenous and abrodil 
for retrograde work. 

Calculus caused pain in every variety of site and 
intensity without reference to its position. The pain 
of tuberculous kidney occurred in only about 50 per 
cent. of cases ; it was not very severe, but took the 
form of a constant ache or soreness. Patients with 
advanced cases might have no pain, as the disease 
might extend gradually. The pain of renal tumour 
was often a dull backache. It might also be associated 
with cystic kidney, congenital abnormalities, -and 
new growths of the bladder. 

Dr. H. K. Granam Hopeson (London) dealt with 
the examination of the accessory nasal sinuses. 
He maintained that it was necessary to take 
radiograms from standard angles for every patient, 
to take several views from different angles, and to 
centre and angulate the tube exactly. The three 
positions mentioned in text-books did not permit 
of accurate visualisation; the erect posture was 
necessary. He showed a photograph of an apparatus, 
in which the tube could be worked at any angle or 
level ; the head clamp could be rotated to any angle 
and was read off on agauge. A common source of error 
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was in the comparison of an opaque sinus with its 
fellow. The radiologist could only obtain knowledge 
of the normal appearance of a sinus by studying 
radiograms taken in standard positions. Dr. Graham 
Hodgson described in detail the standard views he 
was accustomed to use and some of the appearances of 
infected sinuses. 

Dr. R. S. Paterson (Manchester) enumerated the 
following posible causes arising from the alimentary 
tract of lumbar and sacral pain : gastric ulcer of the 
posterior wall, especially when adherent to the 
pancreas ; gastric carcinoma, with or without pan- 
creatic adhesions; gall-bladder disease, especially 
with obstruction of the cystic duct; visceroptosis, 
appendicitis, and diseases of the large bowel. The 
clinician should localise the lesion before referring 
the case to the radiologist, but the latter should 
not neglect an enema examination even if he found 
an adherent ulcer on the posterior wall of the 
stomach. 

Dr. R. E. Roperts (Liverpool) described the 
radiological appearances in Paget's disease and 
malignant bone conditions. In the former syndrome 
the bone appeared blurred and softened and its gross 
lamellation was altered. When the skull showed a 
homogeneous alteration it might be necessary to 
examine the rest of the skeleton, but the diagnosis 
was usually clear. In the sclerotic type of the 
disease the appearances might be like those of the 
sclerosing type of metastases. He described various 
forms of bony metastases and other new growths. 

Dr. Gitpert Scott (London) described spondylitis 
in young persons. The condition was, he said, 
due to an early infection of the sacro-iliac joint, 
probably by tuberculosis. The early stages were 
hardly ever seen, but he had found them in a number 
of young patients complaining of “ wandering ” 
pains. He thought that the infection spread along 
the spine. 

Dr. L. A. RowpENn (Leeds) ascribed the contra- 
lateral pain in some cases of renal calculus to a 
translucent stone in the kidney on the painful side. 
He suggested that the opacity of a sinus with a 
hypertrophic mucous membrane was chiefly caused 
by the exclusion of air. Carcinoma of the thyroid 
was, he said, a possible unsuspected cause of bony 
metastases. 

Dr. A. E, Barctay (Cambridge) calculated that 
the cost of all the examinations recommended by 
the speakers would amount in Londan to about £65. 
He suggested that it was the clinician’s business 
to tell the radiologist where to look. 

Dr. J. L. Deticatt (Bristol) mentioned that good 
results had been obtained at Bath in juvenile spondy- 
litis by keeping patients on their backs until the 
infective process had died down. The thoracic muscles 
were exercised regularly and the hips were moved once 
a day to prevent adhesions. 

Dr. J. B. Burt (Buxton) said that sciatica was 
hardly ever found in cases of extensive inflammation 
of the intervertebral joints, but that it was very 
common in osteo-arthritic spondylitis. 


Dr. BRAILsFORD replied that in cases of marked 
change with ossification of the intervertebral joints 
the condition was one of ankylosis and therefore 
not painful. In osteo-arthritis the joints were 
eroded and their sharp edges cut into the villi which 
formed round them, causing great pain. He had 
not intended to suggest that the radiologist should 
carry out all the expensive examination implied by 
Dr. Barclay. 
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REVIEWS AND NOTICES OF BOOKS 





Electro-Surgery 
By Howarp A. Ketty, M.D., LL.D., F.A.CS., | 


and Grant E. Warp, M.D., F.A.C.S. London: 
W. B. Saunders Co., Ltd. 1932. Pp. 305. 35s. 


Tue field of usefulness of high-frequency currents 
has been greatly enlarged in recent years by advances 
in design of apparatus and research on the factors 
influencing current effects. In this book information 
has been collected relating to the whole field of surgery 
where high-frequency currents may play a part. 
So much advance has been due to the work of 
American investigators that it is fitting that this 
task should have been performed by two well- 
known transatlantic surgeons. The book supplies 
for the English-speaking world a _ text-book 
corresponding to the admirable German volume 
by Franz Keysser which appeared last year. It is 
built up on very similar lines, beginning with the 
history of the subject and proceeding to a useful 
account of the physics of high-frequency currents 
and their method of production. Though the authors 
appear to use a spark gap apparatus at least for 
electro-coagulation, yet they have a high opinion of 
vacuum tube machines and predict the use of these 
exclusively in the future. 

The next sections of the book describe the physio- 
logical effects of currents and laboratory results. 
Chapters follow on general principles and detailed 
technique, whilst the remainder of the book gives 
accounts of regional methods and the results in 
typical patients. In the urological section perurethral 
application of radium to bladder tumours finds a 
place, because Hugh Young, who writes on this 
subject, makes it a practice of using electro-coagula- 
tion and radium in combination both for benign and 
malignant tumours. The removal of prostatic obstruc- 
tion by electro-surgery is well described, and also the 
management of brain tumours. The work meets a 
need in surgical literature. 





The Discharging Ear 


By ArtHur G. WeLts, B.S., M.B., D.P.H., 
Aurist to the Downs Hospital for Children ; 
Principal Assistant Medical Officer to the London 
County Council. Pocket Monographs Series. 
London: John Bale, Sons and Danielsson, Ltd. 
1932. Pp. 92. 38. 6d. 


Tus little book partly overlaps the field covered 
by Mr. Mollison’s on acute otitis media in the same 
series; but Dr. Wells includes also diseases of the 
external auditory meatus, and the important subject 
of chronic suppurative otitis media, or chronic 
otorrhea. For the treatment of the latter, Dr. Wells 
is an enthusiastic advocate of zinc ionisation, which 
has been widely adopted in the treatment of large 
numbers of school-children by county councils and 
similar bodies, for it acts quickly in those cases in 
which it is effective, and thus lowers the number of 
attendances. But to be successful the technique 
must be carefully observed, especially the thorough 
cleaning of the ear beforehand, and the filling of the | 
whole of the tympanum and meatus with the ionising | 
fluid. Dr. Wells divides chronic otorrhe@a into three | 
groups: (1) cases suitable for ionisation when first | 
seen, in which the trouble is confined to the tympanum | 
—these form about one-half of the total cases of | 
chronic otorrhw@a; (2) cases unsuitable when first | 


seen, which may be made suitable by treatment of 
granulations, or of tonsils and adenoids or septic 
nasal conditions; and (3) cases which cannot be 
made suitable because of caries, or of disease in the 
attic or mastoid. A careful and thorough description 
of the technique of ionisation is the most valuable 
part of a useful little book. 





A Text-book of Biochemistry 


Third edition. By A. T. Cameron, M.A., D.Sc.Edin., 
F.L.C., F.R.S.C., Professor of Biochemistry, Faculty 
of Medicine, University of Manitoba; Biochemist, 
Winnipeg General Hospital. London: J. and A. 
Churchill. Pp. 548. 15s. 


Tuts book, which is based on a series of lectures 
given to students, has reached its third edition in three 
years. It is intended primarily for medical students 
who already possess a sound knowledge of organic 
chemistry, but it will also be found useful by students 
of science, since the author has included in smaller 
print some sections not essential for students of 
medicine but of value to the student of science who 
needs an introduction to biochemistry. The third 
edition is somewhat larger than the previous ones, 
and a new chapter has been added on tissue respiration 
and muscular activity. Endocrine secretions have 
now been Considered worthy of a chapter to them- 
selves, and those dealing with catalysis, enzymic 
synthesis, and the vitamins have been extended. 
The book is now thoroughly up to date, and should 
prove as successful as its predecessors. The author 
has had much experience in teaching, and knows 
well the requirements of the medical student. His 
subject matter is presénted clearly, and in the order 
in which the student can most easily obtain a good 
knowledge of the groundwork of biochemistry. 





Mammal-like Reptiles of South Africa 


And the Origin of Mammals. 
D.Sce., F.R.S. 
1932. Pp. 376. 


THis work, issued under the auspices of the 
Carnegie Corporation and the Research Board of the 
Union of South Africa, has long been overdue. The 
investigation of the fossiliferous beds of the Karroo 
System began in 1838, and the results have been 
published at different times, in many scattered 
papers—more than 100 of them from the pen of 
Dr. Robert Broom. Now, for the first time, the 
subject has been dealt with in a form worthy of 
its importance. The shales and mud-stones known 
as the Karroo System spread over a large part of 
South Africa, and appear to have been brought 
from the North by a huge river, comparable in size 
to the Nile or the Mississippi. Covering an area of 
some 200,000 square niiles, and of an average thickness 
of perhaps 2000 feet, they contain, Dr. Broom 
estimates, the fossil remains of at least 800,000,000,000 
animals. Of these, 1200 skulls, belonging to some 
350 species of Permian and Triassic reptiles . have 
been collected, and it seems probable that there 
remain countless species yet to be described. The 
greater part of the work is taken up with descriptions 
of these 350 species : dinocephalians, therocephalians, 
gorgonopsidians, anomodonts, and cynodonts. The 
development of the mammal-like characteristics can 


By Rosert Broom, 
London: H. F. and G. Witherby. 
258. 
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be traced in an ascending scale from Permian to 
Triassic—the single temporal arch formed by the 
squamosal and jugal, the teeth differentiated into 
incisors, canines, premolars, and molars; and the 
monotreme-like structure of the shoulder-girdle— 
at least the main line of evolution is indicated. 
At this descriptive work Dr. Broom is at his best, 
and comparative anatomists owe him a debt of 
gratitude for his concise statement of fact, and clear, 
if not beautiful, illustrations. In his interpretations 
and inferences however he is at variance with much 
of current thought, and those “‘ pundits of London ”’ 
who refused to publish his work in 1896 will raise 
their eyebrows at his conclusions on evolution. 
Mutations, Lamarckism, Darwinism are unsatis- 
factory, “‘We are almost driven to assume that 
there is some controlling power which modifies the 
animal according to its needs and that the changes 
are inherited . . . Apart from minor modifications 
evolution is finished. From which we may perhaps 
conclude that man is the final product; and that 
amid all the thousands of apparently useless types of 
animals that have been formed some controlling power 
has specially guided one line to result in man.” This 
will appear to many biologists a startling doctrine. 





Technique chirurgicale 


Estomac et duodenum. By PIERRE RHEAUME, 
Professeur a l'Université de Montréal. Paris: 
Masson et Cie, 1932. Pp. 260. Fr.50, 


Prof. Rhéaume’s object is to make known to the 
French surgical world the manner in which operations 
on the stomach and duodenum are performed in 
Canada. This he achieves by clear descriptions and 
numerous illustrations in line and in tone. The general 
methods used resemble those familiar in this country. 
The first chapter, on the evolution of surgical tech- 
nique, is interesting. In it we read that Travers 
of London in 1812 made the fundamental observation 
that union of hollow viscus to hollow viscus takes 
place only where at least one applied surface is 
covered with peritoneum. The advantages of nitrous 
oxide and oxygen are well emphasised in a chapter 
devoted to anxsthesia, whilst the preparation and 
after treatment of patients receive full discussion. 
Of special interest is the author’s advocacy of the 
use of Murphy’s button and of the Depage-Janeway 
method of gastrostomy. Several methods of gastro- 
pexy are described, but the question whether they 
should ever be employed does not receive considera- 
tion. For the sake of completeness the author seems 
to have described a number of operations that he does 
not ~~ practise. This is a useful and interesting 
book. 





Pyorrhea Alveolaris 


The Cartwright Prize Essay of the Royal College of 
Surgeons of England. By F. W. BRopericx, 
M.R.C.S., L.D.S. London: John Bale, Sons and 
Danielsson, Ltd. Pp. 88. 7s. 6d. 


THE views put forward by Dr. F. W. Broderick on 
the #xtiology of dental caries and pyorrhea have 
attracted considerable attention during the last few 
years. The difficulty of explaining the origin of 
these diseases on the basis of a purely local causation 
is 80 great that there is a general willingness to believe 
that they depend primarily on some metabolic con- 
dition, and the theory that pyorrhea results from a 
condition of alkalosis seems, on the face of it, one 
which should receive serious attention. According to 





Broderick’s thesis, any condition which leads to an 
anoxemia brings about a diminution of the CO, 
content of the blood; ‘the serum calcium then 
becomes in excess of that which the blood can hold, 
and some of it must be deposited. This leads to the 
formation of subgingival tartar round the teeth, and 
this in turn causes a marginal gingivitis which is the 
forerunner of true pyorrhwa. The infective factor is 
secondary and represents merely the settlement of 
bacteria in the damaged tissues. A further factor 
on which Broderick lays great stress is the stability 
of the autonomic endocrine system on which depends 
metabolic balance. The chain of argument with 
which this thesis is buttressed is somewhat intricate. 
Dr. Broderick quotes a number of authorities, and 
shows much ingenuity in assembling a formidable 
array in support of his views. But he does not show 
much discrimination, and the experiments, hypotheses, 
and speculations quoted vary greatly in significance. 
He has stated his theory in a way which makes it 
comparatively easy to follow, however, and even 
if it is not generally accepted he will have performed 
a useful service in suggesting that dental disease is 
not a purely local condition. 





Clinical Endecrinology of the Female 


By CHARLES Mazer, M.D., F.A.C.S., Assistant 
Professor of Gynecology and Obstetrics, University 
of Pennsylvania; and LEoPoLD GoLpsTEIN, M.D., 
Demonstrator of Obstetrics, Jefferson Medical 
College, Assistant Gynecologist to Mount Sinai 
Hospital. London: W. B. Saunders Co., Ltd. 
1932. Pp. 519. 30s. 


THE advance which has been made in the physiology 
of reproduction since the work of Allen and Doisy 
is remarkable. The amount of work done on the 
ovarian and pituitary hormones in recent years is 
indicated by the fact that this monograph contains 
649 references, most of them to papers published in 
the last ten years. Unfortunately many of the results 
obtained seem contradictory ; often they have been 
wrongly interpreted. The time was therefore ripe 
for the competent review which has here been sup- 
plied. The individual hormones are first described 
under the headings: methods of extraction, physio- 
logical effects, and therapeutic action. (Estrin and 
progestin are fully discussed, and then follows a 
summary of the work on the anterior pituitary 
hormones. The authors take the view that the 
evidence for the existence of two principles (prolan 
A and B of Zondek, rho I and rho II of Wiesner) is 
inconclusive. A section on the growth hormone 
completes a masterly summary of modern work 
which should be brought to the notice of all who are 
interested in this branch of endocrinology. This high 
standard is not, unfortunately, maintained throughout 
the book; on the clinical side the authors show a 
tendency to be too optimistic on what appears to be 
insufficient evidence. It must always be remembered 
that in the type of case amenable to hormone therapy 
improvement often follows irrespective of treatment. 
The authors obtained no results from the administra- 
tion of anterior pituitary hormones to cases of 
repeated abortion; indeed, in their experience, 
therapy along these lines does more harm than good. 
The records of the method of demonstrating cstrin 
and other hormones in the blood are interesting ; the 
technique deserves more attention than has generally 
been paid to it in this country. 

The book deserves wide publicity. 
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A Help to the 
Busy Practitioner 


Few medical practitioners have the time 
to read the vast amount of literature 
sent to them concerning the multitude of 
medicinal products manufactured. 


And if they had—we as manufacturers of 
a wide range of goods realise that it is 
impossible for anyone to remember the 
names of such preparations and in what 
conditions they might be prescribed. 


Medicamenta Recentia (Third Edition) 
contains the brief essential description of 
our medicinal Specialities and a Thera- 
peutic Index which facilitates the quick 
finding of the preparation required. 

A copy will be sent on application. 


Allen & Hanburys Ltd., London, E.2 


See also pp. 13 & 29. 
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/PERCAINAL 
OINTMENT |. 
“CIBA” : 


| Analgesic, Antipruritic, s 
_| Antiphlogistic & Astringent B 





For the treatment of all painful B 
conditions of the skin and i 
mucous membranes. 





Eczema, macerations of the skin, bed sores, herpes 

zoster, chaps, cracked nipples, ulcera cruris, ulcers 

due to X-rays, intertrigo, pruritus ani et vulva, 
anal fissures, haemorrhoids, burns, etc. 


Collapsible tubes containing 40 grm. 


| THE CLAYTON ANILINE COMPANY LTD. 


zs Pharmaceutical Department 
= 40 Southwark Street, LONDON, S.E.1 


ze Telephones: Hop 4474 (3 lines) + Telegrams: Cibadyes Boroh London 











AN EMPIRE PRODUCTION 


OF GREAT VALUE TO THE INVALID 


Ferruginous 7 
THIS PURE AUSTRALIAN WINE introduced 
in 1871, has been highly recommended 


Profession in all cases where 

oy building up. In anemia, 
in convalescence a Rang 

generous wine, cay ihe, fled has 
proved itsel agg tidy gon stimulants 
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P. B. BURGOYNE & CO., Ltd., 
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THE PSYCHOLOGY OF DELINQUENCY 


In his attempt to control natural processes the 
human agent may work by the light of tradition, by 
rule of thumb, or, in this scientific age, by applying 
the results of a careful preliminary study of the 
processes. Such methods failing we try to find 
out why. In the control of our criminals and 
delinquents it would be rash to say that we use 
even rule of thumb, for the published careers of 
the men tried for their share in the late mutiny 
at Dartmoor, with the appalling lists of repeated 
terms of lengthy imprisonment, exclude any 
empirical justification of our penal system. This 
is, however, so traditional that any challenge to 
it is likely to call up every kind of opposition— 
anger, derision, or imperturbability. Grafted to 
tradition there is a theory, based upon a belief 
in intelligent selfishness as the foundation of 
behaviour, that a well-adjusted scale of punish- 
ment suffices to ensure good conduct, that when a 
criminal gets what we think he deserves he will 
cease from crime and that fear of punishment will 
keep away recruits: a perfect theory with only 
one defect. That defect, however, prompts some 
people to apply the scientific method in finding 
out why criminals are what they are, and how 
society can best deal with them ; to handle crime 
and delinquency, that is, just as we handle other 
urgent problems. 

This scientific aim implies the study of the 
material, of the criminal himself; apart from the 
light that psychopathology throws upon social 
maladjustments in general, special work has been 
done in America by Heaty and in this country 
by HamB.in Smitu, whose book on the “ Psycho- 
logy of the Criminal,’’ now recognised as a landmark 
in English criminological literature, we welcomed 
on its appearance.' Dr. Grack W. PAILTHORPE, 
with assistance from the Medical Research Council, 
has been at work for over five years investigating 
psychologically the inmates of prisons and pre- 
ventive and rescue homes, and her results are now 
available under the title Studies in the Psycho- 
logy of Delinquency.? The cases studied numbered 
200, and the completeness of the individual 
investigations shows a thorough command of 
modern psychological technique, including that 
most difficult of all, the removal of the suspicion 
that the investigator is busied with moral judg- 
ments. In the prison (Holloway) the worker was 


1 THe LANCET, 1922. ii., 765. 


Medical Research Council, seogel Report Series No. 170. 
HM Stationery Office. Pp. 113. 2s, 





allowed easy access and seems to have received’ 
full encouragement, but it is easy to read between. 
the lines and deduce that the authorities of rescue- 
and preventive homes still distrust modern methods. 
A stipulation that the investigation was to be in 
mental testing alone was one of the factors that 
made one establishment unsuitable for the purposes: 
of the work, and Dr. ParLrHorPE notes that some 
of her continental colleagues, whom she visited 
and whose methods she describes, agreed that 
superintendents are very unwilling for any treat- 
ment that does not act by magic or which entails 
time for its fulfilment. Yet the main lesson of 
the report is the need for treatment. The case- 
histories are often long records of misery arising 
not merely from material circumstances, but from 
inner difficulties. There are 111 cases (56 prison, 
55 preventive) for whom psychological treatment 
in one form or another is deemed necessary ; 

in addition, mental defectives and constitutional 
inferiors require segregation or supervision. Dr. 
PAILTHORPE estimates that of her prison cases 
7 per cent. are unlikely to become recidivists, 
43 per cent., if psychologically treated, may not 
become recidivists, 13 per cent. will become 
recidivists unless treated, perhaps permanently, 

in hospitals or asylums, and 37 per cent. will 
inevitably become recidivists unless carefully 
supervised or segregated. 

Mental conflict, so commonly found in the cases 
here reported, is evidence of the presence of 
social sentiment, or there could be no conflict. 
This sentiment could, it is held, be developed by 
psycho-analytical treatment or intensive social 
education, and Dr. PamLTHORPE makes the novel 
plea that we are wasting scientific material as well 
as public money and human lives. In cases where 
the time for reclamation, if it were ever present, 
has gone, she shows that public protection calls 
for the legal recognition of dangerous types not 
certifiable, and recalls the paranoid reactions of 
Brown and Kennedy (both of whom had under- 
gone penal servitude and one a flogging before 
the murder of  police-constable Gutteridge). 
Of this type she says, “ Yet we treat him as a 
mentally stable individual, who will react in a 
normal way to correction by refraining from 
committing the same act again. We let him in 
and out of prison, to prey upon the public until 
he kills someone, and then we hang him!” It 
is time that penology was brought down from the 
clouds of emotion and unreason, to take its place 
where cause and effect are studied, and where we 
shall consider what is instead of what tradition tells 
us ought to be. 


tis 
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RESPIRATORY EFFICIENCY 


SURGEONS are now able to get from physio- 
logists guidance about the efficiency of the kidney 
before undertaking operations on the genito- 
urinary system and, as Dr. R. A. Youne has 
pointed out, it would be desirable to offer them the 
same kind of help in the selection of patients for 
operation on the chest. Search has long been made 











































ae gee he 














ae 


























io. 




















Tee a aoe Sane ae 










































































the a Nae 

























































































NE A OS 















































688 THE LANCET] 


RESPIRATORY EFFICIENCY 


[szpr. 24, 1932 





for some criterion of respiratory efficiency other 
than the number of pillows required by a dyspneeic 
patient. Some rough guide may be given by 
observation of the rate of breathing, the shape and 
size of the chest, or the degree to which the 
accessory muscles are coming into action, and by 
investigation of the amount of hemoglobin in 
the blood and possibly of the gases dissolved 
in it. Apart from these it was frankly hoped that 
the measurement of the vital capacity might 
aid the surgeon, but this help has largely foundered 
on the difficulty of determining a normal standard, 
and the same fallacy has attended the use of various 
indexes of ventilating power. The variations 
in health are too wide. Finally some reliance has 
been placed on the time-honoured method of 
determining the expiratory force, reintroduced 
by Martin Frack as a standard in the selection 
of candidates for the Air Force. But, as Dr. 
ALAN MoncrierF points out in a scholarly study 
on another page of this issue, taken alone this 
test is probably of little value for the special 
purpose of investigating respiratory efficiency 
before thoracic surgery is carried out. But 
investigators in various lands are still hopeful. 
An attempt to measure the efficiency of pulmonary 
ventilation by studying the response to carbon 
dioxide has been made by R. Gorrron, R. Parent, 
and J. WALTz,! using a spirometer of the concertina 
pattern to trace the respiratory movements on 
a revolving drum. The voluntary vital capacity 
and its component parts—complementary, tidal, 
and reserve air—is first determined and the subject 
then continues breathing into the apparatus in 
which the expired carbon dioxide soon accumulates 
in sufficient concentration to stimulate the respira- 
tion. When the limit of endurance is reached 
the extra ventilation then recorded is called the 
reflex vital capacity. In normal subjects with a 
voluntary vital capacity of more than 2 litres 
these workers distinguish three classes of respira- 
tion according as to whether the reflex vital capacity 
is above, equal to, or less than 2-2 litres; the 
relationship between these two values they consider 
of fundamental importance. For example, an 
athlete had a voluntary vital capacity of 4-9 and 
a reflex vital capacity of 4-5 litres, the latter being 
90 per cent. of the former. Another subject had 
a voluntary capacity of 4-6 and a reflex capacity 
of only 2-2 litres; his “ coefficient of utilisation” 
was only 47 per cent. 

Whatever the value of this means of testing the 
ventilating power of the lungs in healthy subjects it 
would be asking too muchof most patients to breathe 
into a closed space with an increasing carbon dioxide 
content. A somewhat less unpleasant method is 
thatsuggested byT. R. Harrison and hisco-workers 
in their description of the “ventilation index,” 
which F. C. TuRLEy and he ? have recently applied 
to an investigation of smoking and athletics. 
The assumption here is that dyspneea is propor- 
tional to the quotient ventilation/vital capacity, 
with a correction for weight, expected and actual. 





? Presse Méd., July 16th, p. 1113. 
* Amer. Jour. Med. Sci., 1932, clxxxili., 702. 





This index is determined at rest and then after a 
set series of exercises. It was found by comparison 
with previous figures determined on normal subjects 
and on patients after various degrees of exercise 
that “heavy” smoking (20 or more cigarettes a 
day) for several years does not significantly diminish 
the respiratory efficiency in the performance of mild 
and moderate exercise. Judged by this index 
athletic individuals are not much more efficient 
than sedentary ones in the performance of mild 
exertion, but are considerably more efficient in 
carrying out moderately severe exercise. An 
investigation on quite a different line is reported 
by F. 8. Corron,? who has studied the variation 
in the centre of gravity of the body during respira- 
tion to determine whe her there are any sex 
differences in respiratory movements. This method 
depends on the fact that in the supine position the 
movements of the thorax in a vertical direction 
do not affect the conditions of equilibrium on the 
special balance employed, while in the sitting 
position thoracic movements during inspiration 
produce a caudal displacement of mass, which is 
indicated by movement of the balance index. 
If the ratio of measurement expressed as so many 
gramme-centimetres of mass displacement in the 
supine posture to that in the sitting posture be 
calculated, any decrease in the thoracic element 
must increase the ratio, while a decrease in the 
abdominal element of respiration will decrease the 
ratio. After careful corrections for various factors 
Cotton finds that there is a significant difference 
between the grouped results for men and women, 
a decreased value being found for the latter. In 
other words, there is evidence that women show a 
definitely increased use of the thorax in respiration 
as compared with men; a further test indicated 
that clothing exerted no appreciable restraint 
in diaphragmatic movement in the subjects 
examined. 

In a recent paper A. Perper and O. CammMann,* 
dealing with asphyxial attacks in the premature 
infant, throw some new light on the behaviour 
of the respiratory centre. They deny that respira- 
tory disturbances in the newly born are due to 
hemorrhages in the medulla (as suggested in a 
recent annotation in these columns), and bring 
forward experimental evidence to show that 
similar disturbances can be produced in animals 
when the main respiratory centre is poisoned by 
allowing the inspired air to consist of pure carbon 
dioxide or pure nitrogen. They produced a type 
of “gasping” respiration exactly similar to that 
observed in premature infants, and this they 
believe is due to a “ gasping” centre taking control 
of the respiration after the miain centre is put out 
of action by being temporarily poisoned. This 
block of the respiratory centre they put forward 
as an explanation of the respiratory disturbances 
in premature infants, the excitability of the main 
respiratory centre being put out of action by various 
infections, nutritional disturbances, or temperature 
changes. 


8 Austral. Jour. Exp. Biol., June 16th, p. 97. 
* Jahrb. f. Kindesn> July, 1932, CXxxvi., 165. 
‘ THE LANCET, August 6th, p. 298. 
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THE TONIC PUPIL 


Tue Argyll Robertson phenomenon, in which 
both pupils are either totally inactive or very 
nearly so to light, but react briskly on stimulation 
to convergence, is a familiar sign of tabes, and is 
only found in syphilitic patients. There are, 
however, other pupillary conditions more or less 
simulating the Argyll Robertson pupil to which 
Dr. W. J. Apre draws attention in an enlightening 


contribution to our knowledge of the tonic pupil } lif 


reaction. It is important to distinguish these 
conditions, since they appear to have no connexion 
with syphilis nor any grave significance. They 
have been described by various observers during 
recent years under the names of tonic pupillary 
reaction, myotonic reaction, tonic convergence 
reaction of pupils apparently inactive to light, 
non-luetic Argyll Robertson pupil, or pseudo- 
Argyll Robertson pupil. Confusion is the more 
apt to occur since this reaction also may be 
associated with absence or diminution of one or 
more of the tendon reflexes. The essential feature 
of the true tonic pupil, according to Dr. ADIE, is its 
behaviour during and after convergence. 


‘‘ While the patient gazes at a near object the pupil, 
often after some delay, contracts slowly and with in ng 
slowness through a range sometimes greatly in excess o 
the normal, often down to pinhead size; having been 
larger, it almost always becomes much smaller than its 
normal fellow. After the effort to converge is relaxed one 
of several things may happen: the pupil continues to 
contract (rare),or remains fixed for several or many seco 
(the rule), or begins to dilate at once (common) ; tion 
once begun proceeds at a rate even slower than that of the 
preceding contraction, and — seconds, or even minutes, 
elapse before it regains its resting size.”’ 

The reaction to light appears to be absent on 
casual testing, but after a long sojourn in a dark 
room the tonic pupil can usually be made to 
contract through a normal range. It is almost 
always larger than its normal fellow. This contrasts 
with the behaviour of the Argyll Robertson pupil. 
Where the contraction of the pupil to convergence 
and its return to its usual state are rapid, other 
points of difference are that the tonic reaction is 
unilateral in about 80 per cent. of the cases, 
whereas in the Argyll Robertson it is unilateral 
only in about 5 per cent. The tonic pupil is hardly 
ever small, and dilates to its full size with 
mydriatics ; the Argyll Robertson pupil is small, 
the diameter being less than 3 mm. in 80 per cent. 
of cases, and dilates with difficulty to mydriatics. 
A large proportion of the patients with tonic pupils 
are healthy young females. There is no evidence 
of any but an accidental connexion with either 
syphilitic or any other disease of the nervous 
system. When the tonic pupil is associated with 
diminution or absence of one or more reflexes, 
loss of one ankle-jerk is the most common abnor- 
mality. Asymmetry is indeed not unusual ; either 
knee- or ankle-jerk may be absent on one side 
only. The symptomatology of the condition appears 
to be extremely variable. Difficulty of accommoda- 
tion is the only symptom likely to cause incon- 
venience to the patient, and it does not always 
occur. In Dr. Apre’s view many cases of so-called 





1 Brit. Jour. Ophth., August, 1932, p. 449. 





“ophthalmoplegia interna” or “ iridoplegia,” 
whose origin is obscure, are of the same nature 
as the disorder known as tonic pupil. In the past 
there may have been too great a tendency to 
suspect a syphilitic taint in such conditions. 
Dr. Aprz believes that the disorder of which they 
are signs is one in the production of which no known 
hereditary or acquired morbid factor plays a part. 
It runs a benign course without the incidence of 
further symptoms, and is compatible with long 
e. 
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HOSPITAL SWEEPSTAKES 


THE voluntary hospitals do not wish their 
needs to be made a pretext for the legalisation 
of lotteries, but on the other hand they are not 
opposed to legislation, and would be willing to 
accept money derived from properly legalised 
sources. This, in brief, is the message conveyed 
by Sir Artuur Stan zey in his evidence before the 
Royal Commission on Betting and Lotteries on 
Sept. 16th. Only a statistician would complain 
that the importance of this pronouncement is 
lessened by the fact that he actually submitted 
his statement of evidence to only a small number 
of hospitals (72, of which 52 replied, 40 agreeing 
with his views). Sir ArrHur is president of 
the British Hospitals Association, and his long 
and intimate connexion with the work of the 
voluntary hospitals gives him a title to be their 
spokesman. His evidence may, therefore, be 
considered as authoritative. He holds that 
lotteries could best be managed and safeguarded 
from fraud by the appointment of a statutory 
body on the lines of the British Broadcasting 
Corporation. A percentage of the proceeds of 
public lotteries and sweepstakes would be set 
aside as a general fund, out of which grants would 
be made to national organisations for charity ; 
grants to voluntary hospitals, for example, would 
be made through the British Hospitals Association. 
He believes that if large sums were given out of 
the proceeds of lotteries to individual hospitals 
there would be a tendency for charitable contribu- 
tions, which now amount to £8,000,000 a year, 
to diminish seriously. A considerable part of 
that sum is given by people who oppose lttecten 
on principle, and who would withdraw their 
support, while many others would feel that their 
contributions were no longer needed. 

Although Sir Artur believes that the funds for 
maintenance of hospitals will continue to be 
contributed by the charitable public, the decline 
in large fortunes makes it inevitable, in his view, 
that large sums for capital purposes will be increas- 
ingly difficult to obtain. It is this need which he 
contemplates being met out of a lottery fund 
without danger of alienating subscribers ; and the 
large sums of money which are at present going 
to Ireland would be kept in this country and 
spent on deserving objects at home. Sir ArRTHUR’s 
evidence shows an interesting modification of the 
views he expressed in our columns in May of last 
year. In a letter written at that time he was 
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sceptical of the value of sweepstakes, pointing 
out that if £1,000,000 were available for charity 
as the result of a sweepstake, nearly 1000 hospitals 
-and unnumbered charities would be clamouring 
for a share, thus taking most of the gilt off the 
gingerbread. At that time he advocated the 
legalisation of lotteries in which all the prizes 
were to be in kind and presented by donors, the 
whole of the cash proceeds gaing to the hospital 
concerned. He still considers that any statutory 
body appointed to deal with sweepstakes should 
have authority to licence lotteries on such lines. 

Lord Lukes, chairman of the British Charities 
Association, who also gave evidence before the 
Commission, described the efforts of the association 





to raise money by prize competitions; they had 
come to the conclusion that the public did not 
subscribe primarily because of the charitable aspect 
of appeals, but because of the attractiveness of 
the prizes and their confidence in the association. 
There was a public demand for prize competitions 
combining an element of chance with an element 
of skill. The question whether lotteries should or 
should not be authorised was one that should be 
considered on its own merits and not confused with 
the needs of the hospitals. If the Commission 
should reach the conclusion that lotteries were 
desirable, they had better, he said, be run by the 
State as a method of voluntary taxation for the 
benefit of the national revenue. 





ANNOTATIONS 





ARSENIC POISONING FROM A WINE RATION 


Epipemics of arsenical poisoning in any country 
serve as a reminder of the dangers inseparable from 
the use of arsenic in any form. Manufacturers and 
fruit growers who use arsenic as a chemical or para- 
siticidal agent must not be allowed to forget that 
owing to the solubility of nearly all arsenical salts 
contamination is easy and usually insidious, for the 
accident is rarely discovered until a number of 
serious and sometimes fatal cases of poisoning have 
occurred. Fifteen persons died in an epidemic of 
500 cases due to contaminated wine at Hyéres and 
Toulon in 1888, and in 1901 no less than 
cases, with a mortality of 70, due to contaminated 
beer were reported from Liverpool. A recent occur- 
rence of “‘ mass poisoning” by arsenic is the subject 
of an interesting communication by Caspar Tropp 
and Gustav Rauch.! The epidemic they describe 
concerned a French ship’s crew—a small community 
under ideal conditions for control and scientific 


the pressure of the bedclothes, and lacrymation was 
also a marked feature. This patient also presented 
a reduction both in the hemoglobin percentage and 
in the red cells (3,250,000). A third patient admitted 
taking large quantities of wine ; in his case the erup- 


; tion became bullous with a strong tendency to deposi- 


tion of dark pigment in the affected areas. Gastric 


| and intestinal symptoms were also marked, and the 


6000 | 


red cells had fallen to 2} millions. Pain in 
the extremities and ocular symptoms were a 
further feature. Three intravenous calcium 
injections, followed by thiosulphate of soda, from 
0-6 to 1 g. (9-1 g. in all) intravenously, and calcium 
by the mouth controlled the symptoms after one 


| relapse in a little more than a month. The other 


} 
| 


} 
| 
| 
j 


three cases were rather less violent in their mani- 
festations, and displayed less hyperkeratoses on 
hands and feet. The intravenous calcium therapy 
seemed to allay the intense itching and subjective 
sensations in all six cases, and probably assisted 
elimination to a considerable extent, since arsenical 


observation. The wine ration of the crew was | litre | 
per day per man; it was proved to contain up to | 
12 mg. of arsenic per litre, and the characteristic | 
symptoms of arsenical poisoning began to make | 
their appearance about a month after the first issue | 
of the ration. The whole crew of 32 men were | 
affected, although only 6 of them were considered | 
ill enough for in-patient treatment at Hamburg. | 
When these came under the observation of Tropp | 
and Rauch they had been drinking the wine for a | 
period of three months, so that most of the symptoms | cases from the last-named cause occurred in South 
were of chronic cutaneous type. The first case, 4| Africa in the autumn of last year, the victims having 
sailor aged 30, developed a rash on the chest, axillx, | eaten peaches sprayed with a solution of arsenic. 

internatal folds, thighs, and popliteal spaces, about | 
a month after signing on. There was severe irrita- | 
tion and some peeling of the affected areas. Pig- 
mentation followed subsidence of the eruption, and 


eruptions and the characteristic hyperkeratoses not 
infrequently persist and continue to recur for weeks and 
months after ingestion of the poison, even under treat- 
ment with thiosulphate of soda. The possible sources 
of accidental arsenical poisoning are many. The chief 
here recorded are wine and beer (from the sulphuric 
acid used to invert the sugar necessary for fermenta- 
tion), medicine (from the administration of salvarsan 
and its derivatives), and fresh fruit which has been 
treated for the destruction of parasites. Certain 


THE NATURE OF CONDITIONED REFLEXES 


on the palms and soles there developed marked 
hyperkeratosis, with anesthesia of the toes and pain 
on pressure, so that walking was impeded. At a 
later date gastric pain and vomiting, lacrymation, 
and difficulty of visual fixation developed, with loss 
of weight and debility. The eczematous symptoms 
yielded in three weeks to intravenous injections of 
calcium, combined with boracic compresses, and a 
sulphur salicylic ointment as local treatment. A 
blood count revealed secondary anemia. In another 
member of the crew, aged 38, the symptoms were 
almost identical. 
extremities, was so acute that he could not tolerate 





* Derm. Wock., July, 1932, p. 1023. 


Pain, especially of the lower | 


THE great contributions to neurophysiology, made 
within the last few years by the schools of Sherrington 
and Pavlov, have been achieved respectively through 
the study of the decerebrate and of the normal animal. 
The Oxford workers have analysed the mechanism 
of the various reflexes to be obtained from decerebrate 
animals ; both excitation and inhibition have been 
shown to be active processes. In Russia, Pavlov 
has investigated the reactions of an intact animal to 


various stimuli and the linkage of such stimuli to 


certain responses with such success that even in lay 
circles the phenomenon of conditioned reflexes is 
now accepted. A critical analysis of the mechanism 
of conditioned reflexes by a member of the Sherrington 


| school is especially welcome, not only because it 
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enables us to obtain a better understanding of cortical 
function, but because it provides a fresh stimulus 
to further work. Mr. D. Denny-Brown' contends 
that the term “ reflex ”’ should only be used for such 
responses as are inborn, fixed, unwilled, and obtainable 
in decerebrate preparations following stimulation of 
definite sensory pathways; in other words, for such 
responses as are dependent upon fixed anatomical 
pathways and are not analysed by the cortex. To 
obtain a true conditioned reflex it is necessary to 
train the animal and to habituate it to certain stimuli ; 
further, the animal requires to receive a continuous 
running commentary of its actions by proprioceptive 
pathways and eventually “satisfaction” to the 
nervous impulse. In this way a conditioned reflex 
is more complicated, is less dependent upon inborn 
anatomical pathways than a spinal reflex, and is 
really the result of habit formation ; in short, such 
reflexes are flexible as against the inflexibility of 
spinal reflexes. Is, then, inhibition of a conditioned 
reflex an active process analogous to that of the spinal 
mechanisms ? It is possible that the inhibition of 
Pavlov may be simply a negative process dependent 
upon facilitation of other pathways brought about 
by distraction and shifting of attention. Viewed in 
this light, conditioned reflexes differ materially from 
spinal reflexes, and until our knowledge of cortical 
processes has been widened, it might indeed be 
advantageous to limit the term “reflex’’ to those 
processes which are fixed and dependent upon definite 
anatomical pathways and entirely independent of 
analysis by the cortex. 


THE RESUSCITATION OF THE STOPPED HEART 


Since the discovery that it is possible to restore 
automatic activity of the heart after cardiac standstill, 
the various methods designed to achieve this end 
have often been used with zeal wrongly applied. 
The possibility of restoring life when death seems 
actually to have taken place depends on the stimula- 
tion of such delicate physiological mechanism that 
skilled as well as prompt handling of the patient is 
essential. Dr. Albert 8. Hyman, who in 1930 
published a paper * reviewing the methods generally 
employed in the attempt to restore normal cardiac 
activity, has now made a further even more valuable 
contribution * to this subject. He has devised an 
artificial pacemaker which has been used with success 
in experimental animals, and which, he claims, can 
in no case jeopardise a patient’s condition, since its 
use in the normally beating heart is relatively harm- 
less. Hitherto electrical stimulation of the stopped 
heart has sometimes failed because the operator 
has placed the whole organ in the circuit, instead 
of attempting to develop the electric differences of 
potential, and on other occasions such strong currents 
have been used as to produce a condition similar to 
electrocution. The success of intracardiac injections 
led Dr. Hyman to devise a new method of applying 
rhythmical stimulation. The effect of such injec- 
tions is now attributed entirely to the prick of the 
needle, which generates a focal point of irritability, 
irrespective of the substance used; it occurred to 
Dr. Hyman that a special needle electrode carrying a 
suitable stimulating current might be applied as an 
artificial pacemaker with the advantage of providing 
an unlimited number of stimuli. It remained to find 
the ideal type and strength for such a pacemaker. 
It was necessary to make an apparatus which would 





* Jour. Neurol. and Peychopath., 1932, xiil., 82 
! Arch. Int. Med., 1930, xivi., 553. 
* Thid., 1932, 1., 284. 





(1) imitate the normal sinus impulse in difference of 
electric potential, speed of release, rate of discharge, 
and regularity of rhythm ; (2) discharge this current 
in that part of the heart in which a nearly normal 
cardiac response would follow; (3) maintain a 
rhythmic discharge over a controllable period of 
time ; (4) be free from the need of accessory and 
perishable materials ; and (5) be instantly available 
for emergency conditions. An apparatus which 
appears to meet these requirements has been devised ; 
it is not unwieldly in size, its weight being 16 Ib. 
It is stated that the apparatus has been used clinically 
“though the number of patients successfully treated 
by this method is still very small.”” It is unfortunate 
that no case-histories are given; the claim that 
satisfactory results have been obtained makes it 
highly desirable that full details should be supplied, 
especially since it is suggested that the apparatus 
may have a wider clinical application. Dr. A. 8. 
Parsonnet has put forward the suggestion that it 
might have a therapeutic use in gross cardiac irregu- 
larity, as, for example, in very rapid irregular con- 
tractures of the ventricle where all other methods 
have failed, and the peripheral circulation is reduced 
to dangerously low levels; the pacemaker needle 
inserted in one or other ventricle might, it is suggested, 
control the rate. However this may be, the artificia] 
pacemaker certainly seems to merit extensive trial 
for the restoration of patients who succumb to 
cardiac arrest. 


THE PATHOGENESIS OF INTRACRANIAL 
BIRTH-H4ZEMORRHAGE 


A COMPREHENSIVE monograph by Dr. Erik Rydberg! 
presents the results of his original work on the normal 
and morbid histology of the brain of the new-born 
infant, as well as on the morbid anatomy, treatment, 
and prognosis of injured infants. It contains also a 
critical review of current opinion on the mode of 
origin of birth-hemorrhage, with an account of a 
theory propounded by the author. Dr. Rydberg 
is unable to accept many of the conceptions upon 
which the theory of P. Schwartz is based—in 
particular the significance of fat-granule cells in the 
cerebral tissues and the production of h#morrhage 
by suction effect—and a considerable part of the book 
is devoted to alternative suggestions which he puts 
forward. The first four chapters are concerned with 
histological considerations. In a re-examination of 
the development of glia in the premature and new-born 
infant by selective metallic methods, Dr. Rydberg 
finds reasons for adhering to the Central European 
school rather than to the Spanish. Thus he supports 
the Held theory of the syncytial nature of the neuroglia, 
and rejects Hortega’s theory of the mesodermal 
origin of the microglia; he gives grounds for his 
belief that these cells originate, in common with the 
rest of the glia, in the medullary epithelium. The 
question of so-called “encephalitis congenita” of 
Virchow is reopened. On the basis of his researches 
Dr. Rydberg supports the view, already put forward 
by Wohlwill and others, that the occurrence of 
stainable fatty particles in the brain of the new-born 
and premature infant is normal, and is intimately 
connected with myelination. He euggests that the 
fat is diffused through the tissues in colloidal solution 
because, in his preparations, it has not appeared to 
be intracellular. Typical fat-granule cells with 





* Cerebral Injury in New-born Children Consequent on Birth- 
trauma. With an Inquiry into the Normal and Pathological 
Anatomy of the Neuroglia. Acta pathologica et microbiologica 
scandinavica, Supplementum X. Copenhagen: Levin and 
Munksgaard. 1932. Pp. 247. 
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intracellular fatty deposits are, however, present in 
association with acute brain injury in the new-born. 
These cells may be derived from a number of sources, 
including microglia, astrocytes, and mesodermal 
elements. 

In reviewing current explanations of the mode of 
origin of birth hemorrhage, Dr. Rydberg accepts 
the theory of Eardley Holland in so far as it applies 
to cases which exhibit gross alterations of the cranial 
shape, but he shares the common opinion that there 
are many cases of intracranial hemorrhage to which 
it does not apply. He rejects Schwartz's suction 
theory on the grounds that the fetal head is com- 
pressible and suffers a reduction in volume, and 
that no local expansion of the part below the 
compressing segment is possible. He considers 
that the conditions which bring about intracranial 
hemorrhage are general rather than local, and he 
regards as particularly significant the rise of arterial 
pressure which Cushing has shown to accompany 
an increase of intracranial tension. It is to this 
“‘ general circulatory strain,” and the over-distension 
of capillaries which it occasions that hemorrhages 
are attributed, but no clear explanation is given of 
the fact that they almost invariably occur in the 
venous system. Much importance is attached, no 
doubt rightly, to the sudden variations of pressure 
which occur during labour. 

An analysis of the post-mortem findings on 75 
cases in which death occurred at birth or in the first 
ten days is supplied. Grossly visible hemorrhages 
were found in 58 cases; meningeal hemorrhage 
was extremely common (56 cases), but usually it was 
of slight extent, and there was no clear evidence 
that it had pathological significance. In about half 
the cases it was associated with intracerebral or 
ventricular extravasations. In one case only was 
menin. hemorrhage thought to be the cause of 
death; Dr. Rydberg regards it as a frequent 
terminal event. The symptomatology of intracranial 
damage is discussed in relation to a series of 34 cases 
exhibiting definite cerebral symptoms. The post- 
mortem results are fully described and illustrated by 
some excellent photographs. Six of these brains 
showed no hemorrhage, but considerable degenerative 
tissue change was found. Cerebral hemorrhage was 
in many cases accompanied by subcutaneous and 
visceral effusions. Subsequent observations on 
children who exhibited cerebral symptoms in the 
first few days of life, but lived for at least one year, 
are included. Of the 48 cases recorded, no less than 
16 showed an extreme degree of mental defect. 
Spastic palsies developed in some of these, and also 
in 6 children whose mental development was not 
greatly impaired. 

Dr. Rydberg expresses the opinion that lumbar 
puncture is of limited diagnostic and of no therapeutic 
value ; when it is indicated for diagnostic purposes, 
a small quantity of fluid should be removed by means 
of a syringe and fine needle. He regards blood 
transfusion as the most effective form of therapy, 
and advocates the injection of citrated blood into the 
superior longitudinal sinus. All who are interested 
in the problems of birth-trauma will find instruction 
in this monograph, particularly in the descriptions 
of the author's material.. The theories which he 
propounds raise interesting speculations, but will 
probably not be found entirely convincing. Schwartz's 
theories are dismissed somewhat lightly, on arguments 
based on analogies drawn from simple mechanical 
experiment. Much consideration is given to the 
forces driving fluids from the fotal head, but none 
to those acting on the fetal body and driving fluids 





towards the head. Nevertheless it may well be 
that the mechanisms to which Dr. Rydberg has 
given prominence are important components of the 
complex #tiology of birth-trauma. 


NOISE AND HEALTH 


THAT noise has increased enormously in the past 
quarter of a century will hardly be disputed ; whether 
that increase results in damage to health or in loss 
of working efficiency is a problem still unsolved, and 
raises acutely controversial questions. Certainly 
noise tends to be disliked, especially by those who are 
unaccustomed to it; but though it is commonly 
asserted that continuous noise diminishes efficiency 
and often leads to nervous disorders, very little 
scientific evidence has been collected in support of 
this opinion. In the past ten years many of the 
environmental conditions of industry—ventilation, 
lighting, heating, hours of work—have been the 
subject of careful investigation in relation to their 
effects upon health and efficiency. Very little atten- 
tion, so far, has been paid to noise. Two Studies in 
the Psychological Effects of Noise, published this 
week by the Industrial Health Research Board,' are 
therefore particularly welcome. The experimental 
investigations reported were carried out in a labora- 
tory and in a factory. Mr. K. G. Pollock and Prof. 
F. C. Bartlett measured the effect of various noises 
upon university students carrying out, first, tests 
involving a simple motor skill—e.g., inserting small 
pegs inte holes on a moving trolley—and subse- 
quently performing simple mental work with and 
without noise. On the whole it was the exception, 
rather than the rule, to find a marked diminution 
of the efficiency of performance under noisy condi- 
tions of work. On the other hand, some diminution 
of efficiency was consistently found in each group of 
experiments, and with equal consistency the intro- 
spective reports agreed that noise—especially loud 
mechanical irregular noise—was definitely distract- 
ing, at least at first. Two conclusions the authors 
regard as established: (a) loud noise is in general 
prejudicial to efficiency, and its harmfulness is 
roughly proportional to the difficulty of the work 
involved ; (6) nevertheless the psychological and 
physiological effects due directly to noise have been 
greatly exaggerated. Many of the apparently ill- 
effects of noise are, they believe, probably due to 
social causes. When all kinds of popular statements 
about the baneful effects of noise are prevalent, it 
becomes easy for any person who is “ off colour,” 
or who fails to adapt himself to his social group, to 
make noise the butt of his grievance. In both the 
sets of experiments devised by these workers—those 
requiring simple motor skill and those requiring 
mental concentration—‘“ adaptation ’’ to noise was 
found to take place rapidly, and was apparently 
maintained without obvious effort for short working 
periods. 

In the laboratory the study must necessarily be 
confined to such short periods, and is therefore 
limited to the immediate effects of noise. The factory 
experiment avoids this limitation but must, however, 
treat noise as only one of a number of simultaneously 
operating conditions, the effects of each of which it 
is not always possible to differentiate. The environ- 
ment chosen in this experiment, carried out by 
H. C. Weston and 8S. Adams, was that of a Lancashire 
cotton weaving shed in which the noise is continuous 
and very considerable. Since it was impossible to 





2 Rept. No. 65. H.M. Stationery Office, Pp. 70. 1s. 3d. 
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quiet the looms themselves it was necessary to 
employ some means of reducing the audibility of 
the loom noise for the weavers taking part in the 
experiment. This was done by means of ear defenders 
fitted into the auditory passage. The results were 
measured in terms of the weavers’ output, and an 
increase of approximately 1 per cent. was found when 
the loom noise was reduced. Since weaving is largely 
an automatic process, a small change in output may 
indicate a much larger change in the operatives’ 
efficiency, and in this experiment it is concluded 
that the average personal efficiency of the weavers 
was increased by as much as 12 per cent. There 
is, however, some doubt whether this increase can 
be wholly ascribed to the reduction of noise, since 
the variation of temperature from week to week 
was such as might tend to favour production 
during a number of the quiet weeks. As happens 
so often under industrial conditions, the complete 
isolation of the particular factor under inquiry was 
impossible. A more detailed study of the hourly 
variations of output during the day under conditions 
of reduced noise reveals the interesting fact that the 
greater part of the improvement is to be found at 
the beginning of the work spells. This suggests the 
very important conclusion that, even after years of 
work in a noisy environment, the worker does not 
become completely adapted or acclimatised to noise, 
but goes through the process of adaptation daily. 
With the reduction of noise output shows a tendency 
to be more regular and less variable from hour to 
hour and day to day. Taken together both these 
experimental studies indicate that noise may exercise 
a disturbing effect upon human efficiency, though 
probably not to the extent that is commonly asserted. 
Further work on this subject, both in the laboratory 
and in industry, is essential. The reports, as is 
pointed out in the preface to them, open up at least 
as many problems as they can claim to solve. 


SECONDARY PELLAGRA 


PELLAGRA is so rare in this country that many 
doctors may never have seen a case. Its clinical 
features are characteristic, the most typical being, 
of course, the dark pigmentation of the skin— 
pellagrous dermatitis—from which the name is 
derived. With this skin change, present in nearly 
all advanced cases, though absent in some 20 per 
cent. of others, are associated stomatitis, diarrhea, 
and mental changes ; in a number of cases anemia 
is also present, and, more rarely, bony changes in 
the form of an osteoporosis. It is now generally 
believed that true pellagra is a deficiency disease 
due to lack of some food factor which is particularly 
abundant in yeast, meat, milk, and green vegetables, 
and has been named P-P in America and vitamin B, 
in thie country. 

Recently a number of cases have been described 
in which signs of pellagra have developed in patients 
suffering from severe gastro-intestinal disease, or 
in whom a limited diet has been maintained over a 
considerable period in the course of treatment. 
Dr. E. H. Thaysen! reviews the literature on this 
subject, and adds a further two cases from his own 
experience of what has been called secondary pellagra. 
He has been able to collect only some 50 published 
cases, but it is possible that minor degrees of secondary 
pellagra complicating gastro-intestinal disease or 
dietetic treatment may occur. In most of the reported 
-cases a diet insufficient in vitamin B, had been taken, 





1 Acta Med. Scand., 1932, Ixxviii., 513. 





but in some, though an adequate diet was given, 
the patient was apparently unable to absorb sufficient 
to prevent the onset of pellagra. In one of Thaysen’s 
cases, for example, the patient had been taking an 
almost purely carbohydrate diet for a month and 
was then fed on a similar diet through a duodenal 
tube for a further 19 days—after which she developed 
diarrhea, stomatitis, and brownish pigmentation 
of the hands, nose, abdomen, and legs, with hyper- 
keratosis ; mental changes and osteoporosis appeared 
later. G. B. Eusterman and P. A. O’Leary * report 
a few cases in which similar symptoms appeared 
in the course of medical treatment of peptic ulcer, 
and other authors have noticed secondary pellagra in 
patients with such diseases as carcinoma of the 
stomach, ulcerative and “simple”’ colitis, and carci- 
noma of the bowel. In many of these cases an achylia 
gastrica has been found, and appears to precede the 
disease rather than to result from it. 

The diagnosis of secondary pellagra can hardly be 
made in the absence of the typical dermatitis, but 
Thaysen draws attention to stomatitis as an early 
symptom of deficiency of vitamin  B,. The 
mental depression and apathy characteristic of pellagra 
seems to respond well to a diet sufficient in this food 
factor, and this suggests that slight degrees of 
insufficiency may be a factor in the mental changes 
common in chronic bowel diseases such as colitis. 
It is certain that in some cases of chronic colitis, 
for example, the tendency to give a carbohydrate 
diet may be carried to excess, and that an increase 
in animal protein may be of real value. In long- 
standing gastro-intestinal disease an adequate supply 
of minced or chopped meat, yeast extract, and fresh 
fruit juice or vegetables should be ensured. 


B.B.C. TALKS 


THE discreet programme of autumn talks issued 
by the British Broadcasting Corporation indicates 
that the public appetite for general medical informa- 
tion is to be gratified without infringing professional 
custom. A series of 12 talks entitled ‘the Doctor 
and the Public, on Monday evenings at 7.10 P.m., will 
be introduced on Oct. 3rd by Sir Thomas Horder, 
who will ask and we may hope answer the question : 
What is Health? The doctor’s difficulties, lay 
fallacies about medical matters, the management of 
middle age, and the surgery of yesterday, to-day, 
and to-morrow will be discussed by “‘a physician,” 
“another physician,” and ‘a surgeon,’ whose 
identification may well provide an agreeable evening's 
pastime for their listening colleagues. One can have 
four chances at spotting each of the physicians, only 
three at spotting the surgeon. On Tuesdays at 
8.30 p.m. the medical directors of certain child- 
guidance clinics will, as far as they can, in six 
simple and practical talks, explain how a child’s mind 
works—what it starts with, its place in the family 
circle, childish fears, instinct and habit, the child 
at play ; and a final discussion will be held between 
them on how to cope with difficult children. The 
mechanism of the adult mind is to be the subject 
of talks at the same time on subsequent Tuesdays 
by Prof. Cyril Burt and by the president of the 
British Psycho-Analytical Society. Prof. Burt will 
speak on Nov. 8th on studying the minds of others, 
and a week later on studying one’s own mind, and will 
then give place to his collaborator, who will define 
what is meant by psycho-analysis and the power of the 
unconscious, and will then explain the meaning and 


* arch, Int. Med., 1931, xlvii., 633. 
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importance of dreams. The series, like its prede- 
cessor, will end with a discussion between the two 
exponents, the subject being Heart or Head? Talks 
by “‘a doctor to a mother ” are arranged for Friday 
mornings, beginning on Oct. 7th. It is assumed, 
probably with good reason, that a mother will be so 
eager to consult this unknown doctor—whom she 
cannot even interrupt with questions—that she 
will cease firing the electric cleaner or iron at 
10.45 a.M. precisely to listen for his message. Probably, 
however, by a minor adjustment this message could 
be made to coincide with the recognised break in the 
morning’s activities known as “elevenses,” when 
physical and mental nourishment could be taken 
together. Incidentally, the sound precepts which 
will be offered by the physician in charge of the 
children’s department at St. Thomas’s Hospital 
and by his obstetrical and medical collaborators, 
will be more diligently heeded than if they were set 
out by the family doctor, who can be exasperated 
into silence by a voluble explanation why these 
precepts are inapplicable to highly-strung Peter or 
delicate Pauline. Promised but still undated is a 
series of Monday evenings (9.20 p.m.) devoted to talks 
to unnamed listeners : during this series Mr. Gerald 
Heard will represent the public in putting questions 
‘To a doctor.” 





OPENING OF THE MEDICAL SCHOOLS 


IN connexion with the opening of the session at the 
London medical schools the following arrangements 
are announced :— 


Charing Cross Hospital.—Prizes will be distributed 
on Friday, Sept. 30th, at 4 P.M., in the hospital by 
Mr. W. R. Halliday, LL.D., deputy vice-chancellor 
of the university, Mr. George Verity presiding. 
On the following Saturday and Sunday (Oct. Ist and 
2nd) there will be a week-end post-graduate course, 
admission being restricted to old students of the 
hospital. On Saturday, at 7.30 for 8 P.m., the annual 
dinner of past and present students will be held at the 
Royal Adelaide Gallery, Gatti’s Restaurant, Dr. 
William Hunter presiding. 


Guy’s Hospital.—The winter session will open on 
Wednesday, Oct. 5th,at 3 p.m. The Bishop of 
Southwark will distribute prizes and give an address 
on Cosmics. 


King’s College Hospital.—Owing to building 
operations in the new medical school, no formal 
ceremony will be held this year at the opening of the 
session. An intensive post-graduate course is being 
held on Saturday, Oct. Ist,from 2 P.M. till 5 P.M. 
A series of post-graduate lectures will be given in the 
medical school on Thursdays, at 9 P.M., from Oct. 13th 
to Dec. 8th inclusive, and from Jan. 12th to 
March 23rd. These lectures, and those held on 
Oct. Ist, are free to all medical practitioners. ~The 
annual dinner of past and present students will be 
held on Oct. Ist, at 7.30 P.m., at the Connaught Rooms, 
Great Queen-street, Kingsway, Dr. Godfrey de Bec 
Turtle presiding. 

Lendon Hospital.—A post-graduate course for 
former students of the hospital only will be held 
from Oct. 12th to 15th inclusive. The annual dinner 
for former students will be held at the Trocadero 
Restaurant on Thursday, Oct. 13th, at 7.30 for 8 P.M. 


Middlesex Hospital_—The winter session will be 
opened in the Queen’s Hall, Langham-place, on 
Oct. 4th, at 3 P.M., when Dr. Douglas McAlpine will 
deliver the introductory address on Mind and Body, 
and the Hon. J. J. Astor will distribute the prizes. 
A “ Refresher Course ” for former students of the 
hospital only will be held from Sept. 30th to Oct. 4th, 





On Oct. 4th, at 7.30 p.m., the annual dinner will 
be held at the Savoy Hotel, Mr. Eric Pearce Gould 
presiding. 

Royal Free Hospital—Sir Alan Anderson will 
deliver the inaugural address and Lady Anderson 
will present the prizes at the London (R.F.H.) 
School of Medicine for Women on Oct. 4th, at 3.30 P.m., 
Miss Elizabeth Bolton, dean of the school, presiding. 


St. Bartholomew’s Hospital—The old students’ 
dinner will be held in the great hall of the hospital 
on Monday, Oct. 3rd, at 7 for 7.30 p.m. Prof. 


George E. Gask will preside. 


St. George’s Hospital.—The prize distribution will 
be held on Saturday, Oct. lst, when Dr. E. Kaye Le 
Fleming will deliyer an address on the General 
Practitioner: His Relationship to the State, the 
Public, and His Profession. The annual dinner 
will take place on the same day at the Hyde Park 
Hotel, at 7.15 for 7.45 p.m., Sir Crisp English, 
F.R.C.S., presiding. 


St. Mary’s Hospital——A week-end post-graduate 
course, open to all medical practitioners without fee, 
will be held from Sept. 30th to Oct. 2nd in the library 
of the Medical Schooi. The annual dinner of past 
and present students will be held on Friday, Sept. 30th, 
at 7.30 P.M.,at the Trocadero Restaurant. Sir Joseph 
Skevington, F.R.C.S., will be in the chair. 


St. Thomas’s Hospital.—A short post-graduate 
course for former students only will be held 
between Oct. 3rd and 7th. The old students’ dinner 
will take place at the Dorchester Hotel, Park-lane, 
at 7.15 for 7.45 P.m., on Oct. 7th. Major-General 
Sir Guise Guise-Morris, R.A.M.C., will preside. 


University College Hospital——The winter session 
will open on Tuesday, Oct. 4th, when Mr. Wilfred 
Trotter, F.R.S., will give an address in the Library. 
The annual demonstrations for old students will take 
place on Thursday and Friday, Oct. 13th and 14th. 
The annual dinner will be held on Oct. 14th, at 
7.30 P.M., at Hotel Victoria, Northumberland-avenue, 
Sir George Buckston Browne, F.R.C.S., presiding. 
The dinner for women students of University College 
Hospital will take place at the same time and day 
at the Piccadilly Hotel. 


Westminster Hospital—On Monday, Oct. 3rd, 
at 3 P.M., the winter session will be opened in the 
board-room of the hospital, when Mr. Spencer Leeson, 
headmaster of the Merchant Taylors School, will give 
an inaugural address on a Vision of Knowledge,. 
Sir Henry Hadow presiding. A special post-graduate 
course for men graduates only is being given at the 
Westminster Hospital, under the auspices of the 
Fellowship of Medicine, from Sept. 19th to Oct. Ist.. 
The annual dinner is to be held at Grosvenor House 
Hotel, Park-lane, on Saturday, Oct. Ist, at 7.30 P.M., 
Dr. R. Nimmo Watson presiding. 


Royal Dental Hospital.—Prizes will be distributed 
at the hospital on Oct. 3rd, at 8 P.m., by Lord Riddell, 
who will give an address on How to Educate the 
Public about their Teeth. The annual clinical 
At Home will be held on Nov. 26th, and the dinner 
of past and present students on the same evening at 
the Dorchester Hotel, Park-lane, Prof.W.H. Gilmour 
presiding. 


Details of the post-graduate courses noted above 
will be found in our Medical Diary. 


TROPICAL HYGIENE.—The British Red Cross: 
Society will hold a course of seven lectures and demonstra- 
tions on tropical hygiene, on Mondays, Wednesdays, and 
Fridays, commencing Monday, Sept. 26th, at 9, Chesham- 
street, Belgrave-square, London, S.W.1, at 5.30P.m. The 
course a cucu such questions as food, clothing, and 
medical and sanitary precautions necessary for the preserva- 
tion of health in hot countries. 
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RONALD ROSS, 1857-1932 
HIS LIFE AND WORK 


Ronatp Ross was born in Almora, in the North- 
West Provinces, at the foot of the Himalayas, in 
1857, three days afteT the outbreak of the Indian 
mutiny, being the eldest of the large family of General 
Sir Campbell Ross by Matilda Charlotte Elderton, 
the daughter of a lawyer in London, who at one time 
owned a considerable property in Brixton. The boy 
was sent back to England at the age of 8 and given 
in charge to an uncle who lived in the Isle of Wight, 
and he received his early education at the Springhill 
School, Southampton. It is 
interesting to learn from 
his own memoirs! that his 
early inclinations were 
towards geometry and the 
mathematics of music, 
for those early tastes re- 
mained with him through 
his life, so much so that he 
has himself said that there 
was a period when he 
considered his early 
malarial work as an episode 
in a medical career for 
which he had no great 
inclination. 

In 1875 he entered St. 
Bartholomew's Hospital as 
a medical student, and 
qualified as M.R.C.S. in 
1879, when one diploma 
was sufficient for registra- 
tion. He was undistin- 
guished in the medical 
school and had no aptitude 
for clinical studies, so little, 
indeed, that at one point in 
his training he had serious 
thoughts of becoming an 
Arts student ; microscopy, 
indeed, was the only subject 
of the medical curriculum 
which really interested him. 
But Sir Campbell Ross 
was a distinguished Indian 
soldier and the son of 
such another, and it was 
firmly indicated to Ross 
that entrance to the Indian Medical Service would 
give him a proper opportunity of continuing the 
family tradition ; so in 1881, in the character rather 
of an obedient son than a zealous doctor, he entered 
the I.M.S. On arrival in India he was stationed at 
different times at Mysore, Bangalore, Madras, Quetta, 
Moulmein in Burma, and the Andaman Islands, and 
at all these stations he discharged his professional 
duties without ever, it seems, manifesting any bent 
towards scientific investigation. His boyish interest 
in microscopy was not followed up, and he spent 
his time in experimenting as a poet while he attacked 
the problems of higher mathematics with assiduity. 
This he did under the considerable disadvantage of 
an imperfect education, the creditable result being 
that he discovered for himself certain methods of 
algebraic work which were common knowledge among 





1 Memoirs, with a Full Account of the Great Malaria Problem 
and its Solution. London: John Murray. 192 


SIR RONALD ROSS 


well-trained students. At the same time he became 
conscious of the relations between music and mathe- 
matics and of the close association of both with 
metrical composition. His artistic ambitions now 
found full vent. While he sent mathematical con- 
tributions in several special directions but with no 
success, he wrote a great deal of verse, and drafted a 
romance, entitled “‘ Child of Ocean ’’; this novel and 
the poetical compositions have been republished 
several times and all have received eulogy for their 
imaginative and dramatic qualities. Ross became so 
| absorbed in his mathematical and artistic studies 
‘that an unusually prolonged term of service without 
leave lost some of its hard- 
ship for him. The Indian 
Medical Service was at the 
time undermanned in its 
junior ranks. The Service 
stood high in the repute of 
the profession, but was not 
attracting young officers 
as it had done, and, further, 
included not many 
scientific workers apart 
from those who held teach- 
ing appointments at the 
universities. But there was 
no doubt of the importance 
of the sanitary work to be 
done or the strenuous way 
in which that work was 
being carried on. Ross 
accordingly, when, after 
seven years in India, his 
term of leave arrived, 
decided to remain in the 
career upon which he had 
embarked, and to employ 
his time in England in work- 
ing for and obtaining the 
D.P.H., a diploma which 
had just been instituted by 
the English Colleges. He 
began his bacteriological 
studies under E. E. Klein, 
and in these studies he be- 
came deeply absorbed. He 
obtained an extension of 
leave in order to continue 
them, and in other respects 
his days were fully 
occupied, for in this year he became engaged and 
shortly afterwards married his wife, Miss Rosa 
Bloxam, while he also submitted to English publishers 
the MS. of his romance. He had here the usuai 
experience of the unknown author, but just as his 
leave was expiring, having displayed considerable 
pertinacity on the point, he secured its issue on 
terms which he must have considered inadequate, 
but which appear to have been justified by the 
comparative failure of the work; none the less 
Ross was heartened by a remarkable number of 
favourable reviews in his belief that what he had 
written was worth while. 

In 1890 he returned to India, definitely grounded 
in the science of bacteriology, and when he took 
up an appointment as staff surgeon at Bangalore, 
although his interest in literary and mathematical 
studies remained, he now read assiduously modern 
medical literature, and grasped the indefinite influence 
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which bacteriology would have upon the prevention 
of tropical diseases. In 1894, the appointment of 
staff surgeon having come to an end, he returned to 
England, when various theories formed and half- 
formed in regard to the origin and prevention of 
malaria were laid before Prof. Kanthack, then 
pathologist at St. Bartholomew's Hospital, who 
introduced him to Patrick Manson. The part played 
by Manson, Laveran, and Ross in the elucidation of 
the problems of malaria is well known. Manson, 
whose previous work had suggested to him that the 
intervention of an agent like the mosquito, that is 
capable of piercing the skin of the human body and 
absorbing human blood, might prove an explanation 
of the spread of malaria, welcomed the discovery by 
Laveran of the malaria parasite as a minute organism 
living in the red blood corpuscles and multiplying 
in certain time intervals according to the particular 
kind of parasite concerned. But the method by which 
the parasite could pass from one human body to 
another had not been explained. Manson, from his 
previous experience, reasoned that the parasite, like 
the filaria, to pass from man to man required an 
intermediary of a blood-sucking character. He 
observed certain changes which the malarial organism 
underwent and believed them to be a manifestation of 
its development, and at this point he met Ronald 
Ross. The manner in which Ross took up the idea 
was characteristic of him. He was by this time a 
sound bacteriologist as well as an accomplished 
microscopist, while the vast possibilities for human 
life that underlay the discovery of the intervening 
agent between human individuals and the spread of 
malaria appealed with particular force to his vigorous 
imagination. Ross traced the connexion between the 
mosquito and the malaria parasite after investigations 
conducted under all sorts of difficulties. There was 
nothing to guide him as to the exact species of 
mosquito that was concerned in malaria, and although 
much theorising had been published it was necessary 
to investigate everything de novo. Many false scents 
were followed up for three years until at last, in 1898, 
Ross was able to describe successes in conveying 
malaria from bird to bird by the medium of mosquitoes 
fed on malaria-infected birds. The life-history of the 
malaria parasite was promptly worked out and to 
the scientific world the demonstration was complete 
and was immediately confirmed by experiments on 
voluntary human subjects in malarious zones in Italy. 

Rosa, in his memoirs to which reference has already 
been made, tells the story from his own angle with 
great fullness, and his reiterated complaints of the 
apathy of the Indian Government in giving no 
facilities for the researches as they proceeded were 
fully justified. In 1899 he retired from the Indian 
Medical Service; he did so with the knowledge 
that his share in the grand story of prevention was 
one without which that story could not have been 
told. Nor did anyone to whom the facts were clear 
ever wish to gainsay this. The work of Manson, and, 
indeed, of other predecessors, formed an introduction ; 
to Ross, and to him only, belongs the credit of 
setting out the whole truth. 

On his retirement from the I.M.S. as a surgeon- 
majors Ross had accepted an appointment as lecturer 
on tropical medicine and demonstrator of tropical 
pathology in the school of tropical medicine just 
founded in connexion with the University of Liverpool. 
The school was only in its infancy and the appoint- 
ment was very informal in that the length of tenure 
was not mentioned, the only guarantee given on behalf 
of the school being that the salary of £250 per annum 
would be paid for a minimum period of three years. 


He threw himself with ardour into his new 
activities. He was none the less deeply disappointed 
with the general reception of the fundamental 
explanation of the problem of malaria, and at no 
time did he attempt to disguise his feelings. At 
bottom he was terribly impatient, and could make 
no allowance for the fact that whole-hearted con- 
version in all breasts to unfamiliar doctrines could 
not be expected, and that until such conversion took 
place he would not obtain immediate support for 
large schemes directed to the eradication of malaria, 
whose probable efficiency remained in doubt. Nor 
could the inaccuracy of claims to priority, especially 
from Italy, be detected at this stage. Ross was 
a poor man with a young family and only a 
major’s small pension, and he had anticipated 
personally a reward in grants or salary which would 
make the material future certain for him ; he thought 
that the country, as well as his scientific colleagues, 
recognising the far-reaching implications of the 
new knowledge, would welcome the putting in hand 
at once of the vast organisation which he thought 
was a crying need. He could not realise that in some 
places doubt was inevitable and that criticism, until 
explanations were forthcoming or tests performed, 
must be expected ; and he was too ready to see in any 
opposition to his views the jealousy of rivals. There 
is no need to dwell on this attitude, for Ross took 
every opportunity himself of emphasising it publicly ; 
it is sufficient to say that, while with time there was 
a change of heart, in many important respects Ross’s 
resentment was justified. Manson throughout was 
Ross’s strenuous advocate, and too much stress has 
been laid on the differences which arose for a time 
between them. Lister, Allbutt and Osler at home, 
Laveran, Koch, and Metchnikoff abroad, were stalwart 
supporters, as were such colleagues at Liverpool as 
Sherrington and Boyce; but no lead came from 
the Government, either at home or in India, of the 
sort for which ample grounds had been furnished. 

Ross remained in Liverpool until 1902, and was 
able from there to arrange visits to various places, 
especially Sierra Leone, where his plans for clearing 
up the breeding places of the peccant mosquitoes 
could be tried out and their efficiency proved. He 
thus convinced many previous critics of his soundness 
of view. And he now met leaders of thought and 
action, and was able to discuss with them the problems 
as they existed, and so came to perceive that those who 
had been, as he thought, criminally apathetic, had 
sometimes material reasons, which could not be dis- 
regarded, for not carrying out his designs at once or 
in their entirety. He lectured much, and was the 
guest of honour on many important public occasions, 
when Lister, among others, acclaimed the pertinacity 
and acumen of his labours and their immense promise. 
Manson and Osler took public opportunities of 
following suit, and recognition of a public sort 
began to pourin. He was elected to the F.R.C.S. Eng., 
made F.R.S., was appointed C.B. soon afterwards, 
and in 1902 received the Nobel prize for medicine. 

In this year he retired from his post at Liverpool 
and was for a time in consulting practice in London, 
but was considerably occupied in visits to malarious 
regions in many parts of the world, where his advice 
about organised prevention had been sought. By the 
Colonial Office he was asked to advise on methods of 
prevention in Mauritius and Cyprus, and at the 
invitation of the Suez Canal authorities he did 
similar work at Ismailia. In 1911 he was promoted 
}K.C.B. But private practice did not come with 
the rapidity which he had expected, and it was 
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of which he would be the director would have a 
strong appeal for him. But before this could 
materialise war broke out in Europe and Ross was 
appointed consulting physician in tropical diseases 
for the Indian troops in England. He was next 
detailed for service at Alexandria in connexion with 
the outbreak of tropical dysentery in the Dardanelles, 
and in 1917 was appointed to the War Office as 
consultant physician in malaria. He was promoted 
full colonel in 1918, and remained at the War Office 
for a further year as consultant to the Ministry of 
Pensions. At the close of the war he was created 
K.C.M.G., and returned to private practice, but 
his literary and mathematical pursuits occupied much 
of his time. The Ross Institute, in accordance with 
a scheme set out previously, was opened by the Prince 
of Wales in 1926. In the following year Ross started 
on a long Eastern tour, visiting Malaya, Assam, and 
Burma, and attending the inauguration at Calcutta 
of a monument commemorating his work—an arch 
bearing a medallion portrait (vide THe Lancet, 
1927, 1., 616) and set up in front of the Presidency 
Hospital, a few yards from the small laboratory 
where his great discovery was made. Ross's illness 
dated from an attack of paralysis following his return 
from that tour. In 1929 the Ross Award. Fund 
realised, for the succour of the declining years of 
himself and his wife, something over £15,000, while 
his manuscripts and correspondence were bought 
for £2000 by Lady Houston and presented to the 
Institute. Lady Ross died almost exactly a year 
ago. 

Among the many honours which Ross received 
and appointments which he held there may be 
enumerated, in addition to those mentioned, honorary 
doctorates from Dublin, Leeds, Stockholm, and 
Athens; he was a member of a colonial office 
advisory committee, and of the advisory board 
of the Indian Research Fund. His professional 
writing was not voluminous. He wrote a book 
on the prevention of malaria, and many papers on 
this subject appeared in the British Medical Journal 
and some in The Lancet, while his own contributions 
to Science Progress, which he edited for a time, illus- 
trated a curiously Pythagorean approach to science 
and the arts, especially music and metrical composi- 
tion. His novels and his volumes of verse were issued 
in several editions and obtained praise in many 
quarters. His longest work was his Memoirs, an 
interesting and candid book, containing a full account 
of the various stages which culminated in his great 
discovery, interspersed with many excerpts from his 
poetry. 

Sir Ronald Ross’s long and hopeless illness ended 
on Sept. 16th with his death at his quarters in the 
Institute at Putney, where he directed the enterprise 
founded to commemorate his work. In him medicine 
has lost a great man and the world one whose work 
has already produced incalculable benefits while 
still its potentialities remain undeveloped. 


RapDIuM THERAPISTS VISITING CLUB.—At the 
invitation of Dr. Ralston Paterson a meeting of radium 
therapists was held in Manchester last weekeend. Though 
not primarily a clinical meeting, the visitors from other 
centres in England, Scotland, and Ireland were given 
an opportunity of seeing something of the technique 
and methods of the team of workers at the Manchester 
and District Radium Institute. The week-end included 
a visit to the Metropolitan Vickers Electrical Engineer- 
ing Works. Dr. A. Burrows was elected president 
of the newly inaugurated Radium Therapists Visit- 
ing Club, and Dr. Ralston Paterson secretary and 
treasurer. 





MEDICINE AND THE LAW 


The Medical Problems of Accident Insurance 


THE law of accident insurance is constantly 
supplying problems for the practitioner. By far 
the greatest number of accidents which he is called 
to treat arise “out of and in the course of” the 
patient’s employment. A fair proportion of the 
remainder, particularly the serious ones, are street 
accidents, and many of those which occur in the 
home are covered by newspaper insurance schemes. 
Almost invariably the doctor’s opinion is sought 
in the first place on the three great questions of 
duration of incapacity, liability, and compensation. 
It may be argued that the “liability” and ‘ com- 
pensation” are subjects for discussion only with 
a lawyer, but in practice it is found that they play 
an important part in influencing the course of treat- 
ment and the progress towards recovery. A récent 
monograph! provides an admirable outline of the 
law in a manner most suited to the combined needs 
of intelligent laymen and lawyer. Much of the 
subject matter written is primarily the concern of 
insurance companies and lawyers, but several chapters 
should be of the greatest help to the doctor. The 
question of liability, in so far as it is a purely medical 
issue, is dealt with fully under the headings The 
Doctrine of Proximate Cause, and Personal Accident 
Insurance. A useful reminder is that it is necessary 
to distinguish between the immediate or proximate 
cause, the “causa causans,” and the remote cause, 
or “causa sine qua non,” which only indirectly 
causes a loss or injury in that, if it had not come into 
operation, the direct cause of the loss would not 
have come into operation either. A‘ patient insured 
against a specific accident or disease, who subse- 
quently develops another condition, is thus entitled 
to compensation if there is no break in the sequence 
of events leading from the original cause of his 
disability until the last cause. Where for example 
an accidental fall from a horse has been followed by 
disease, either caused by the fall itself, or directly 
attributable to the enfeebled condition of the assured 
in consequence of the fall, the death, though caused 
by disease, is proximately caused by the accidental 
fall. The operation of the doctrine of proximate 
cause is not effected by the number of causes that 
may intervene between the peril and the loss ; thus 
a scratch may produce septicemia, which in turn 
develops into septic pneumonia, and results in death. 
Here there is a definite chain of events leading 
from a scratch to death, and death is proximately 
caused by a scratch. If, on the other hand, the 
sequence of causes is interrupted by the intervention 
of a fresh cause, the cause of the loss within the 
meaning of the insurance policy is not the peril 
insured against, but the intervening cause. It is 
immaterial, if, by reason of the accident, the patient 
has been rendered more susceptible to the operation 
of the intervening causes; thus, where a person 
weakened by a railway accident is run over by a 
omnibus, which, owing to his weakness, he is unable 
to avoid, his death is due, not to the railway accident, 
but to the street accident. Where there is more 
than one cause of death or disablement, and where 
the causes are concurrent in their operation, the loss 
is probably as much due to one cause as to the other. 
If, therefore, one of the causes has been insured against, 

+ Welford’s Accident Second edition. By 
A. W. Baker Welford, 
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the loss within the meaning of the policy is attributed 
to the insured cause, and the presence of the con- 
current cause,.and the fact that it, too, may be 
the cause of loss is disregarded. It is therefore 
immaterial whether the onset of the uninsured cause 
preceded or followed the peril in point of time. 
Where the assured is drowned whilst bathing, his 
death is caused by accident, and it is immaterial 
that he fell into the water in a fainting fit, although the 
water was so shallow that he would not have been 
drowned unless he had been unconscious. 

The majority of insurance policies against accident 
describe the insured injury “‘ to be caused by violent, 
accidental, external, and visible means.” Mr. Welford 
states that as far as the nature of the policy is 
concerned, these words probably add nothing to 
the idea defined by the word accident, since they 
merely give expression to the essential features 
of an accident. He goes on to take each word 
separately, and defines it at considerable length, 
quoting a large number of decisions—e.g., violence 
means “without any violence at all,’ and merely 
expresses that the injury is due to other than entirely 
natural causes. An injury was held to be violent, 
in which the man merely stooped down to pick up a 
marble, but in so doing he dislocated the internal 
cartilage of his knee-joint. Another patient, whilst 
taking off his socks, scratched the skin of his leg 
with his nail, and ultimately died from the con- 
sequences of erysipelas. ‘External’ does not 
apply to the injury, but to the means which produces 
the injury ; thus, a patient lifting a heavy weight 
injured his spine, and although his injury was entirely 
internal, the cause which produced this injury was 
lifting a weight and therefore external. 

A great difficulty in medico-legal work seems 
to be in finding a satisfactory definition for “* accident.” 


Mr. Welford, on p. 168, says ‘the word ‘accident’ 
involves the idea of something ‘fortuitous’ and 
‘unexpected,’ as opposed to something proceeding from 
natural causes ; an injury caused by accident is to be 
regarded as the antithesis to bodily infirmity caused 


by disease in the ordinary course of events.’’ The 
injury may be a natural result of ‘a fortuitous 
and unexpected cause ’’—e.g., where the assured 
is run over by a train ; or the injury is a fortuitous 
and unexpected result of a natural cause, where 
the patient stoops to lift up a heavy burden in the 
ordinary course of business and injures the spine. 
On the other hand, an injury is not caused by accident 
if it is the natural result of a natural cause—where a 
person with a weak heart injures it by running to 
catch a train. Students of the trend of judicial 
decisions in workmen’s compensation cases will know 
that in this type of statutory “accident ” the House 
of Lords has expressly declined to regard a “ fortuitous 
and unexpected ”’ element as a criterion. 

A special paragraph (p. 272) deals with surgical 
operations. 

“If a patient is operated upon, and dies as a result of 
operation, the immediate cause of death is to be disregarded, 
and the death of the assured is to be attributed to the 
circumstances which rendered the operation advisable.” 
If a patient was suffering from a disease for which he 
were operated upon, his death is due to disease and 
not accident. If, on the other hand, the operation 
has been undertaken to alleviate the consequences 
of accidental injury, his death is death from accident, 
within the meaning of the policy. 

Chapter 18 is devoted to Employers’ Liability, 
and section 4 of this chapter deals with the Workmen’s 
Compensation Act of 1925. The practitioner often 
has great difficulty in deciding whether a particular 





injury is due to accident “arising out of, and in the 
course of his patient’s employment.” In the multitude 
of cases quoted here, it seems that the law is strained 
in favour of the workman, which cannot be better 
illustrated than by quoting the second paragraph 
of p. 547 :-— 

Where there is no accident in the striet sense of the word, 
but the combined effect of the workman’s physical condition 
and of the exertion involved in the work upon which he is 
engaged is to produce death or disablement, the death or 
disablement is to be regarded as caused by accident within 
the meaning of the statute. In this case, it is immaterial 
that the work involves no unusual strain or exertion, or that 
the workman’s physical condition is such that, in itself and 
apart from the exertion involved, it might have produced 
the same injury, since the death or disablement, happening: 
asand when it does, is, infact, the unexpected and undesigned 
consequence of the workman’s act, and accordingly the 
element of accident is introduced. Thus, where a workman 
suffering from an aneurysm ruptures it whilst tightening 
a nut with a spanner, it is immaterial that no more than 
ordinary exertion was used, or that the aneurysm was 
so advanced that the workman might have died even in his 
sleep. (Clover, Clayton & Co., v. Hughes, 1910.) 

In the Workmen’s Compensation Act of 1925 it 
was also laid down that a workman must submit 
himself to as many medical examinations as his 
employer may wish at the hands of the medical man 
whom his employer may nominate. In practice 
it is often found that the medical practitioner is 
unwilling for his patient to be examined by a second 
doctor without his being present, which usually 
means an additional fee payable by the employer : 
in fact neither the doctor nor the workmen have 
the right to insist that the panel doctor be present. 
The index of this useful work seems to be confined 
solely to legal and insurance terms. Its value, 
from the medical point of view, would be increased 
very greatly if there were an index of medical diseases, 
such a8 aneurysm, which are mentioned in the text 
or in the cases quoted. The cases themselves are 
conveniently tabulated at the beginning of the book. 


The Checking of Swabs 


At a recent inquest upon the death of a woman 
in Southport Infirmary post-mortem examination 
showed that she died from pelvic peritonitis. Death 
occurred after an operation at which it was discovered 
that a swab used at a previous operation had been 
left in the body. It was explained to the coroner's 
jury that the swabs were brought into the operating 
theatre in bundles of six contained in drums. On 
the occasion of the operation in question the sister in 
charge seems not to have counted the number in each 
bundle, but to have assumed that each drum contained 
six swabs as usual. The only explanation of the 
omission to remove the swab from the body was that 
the swabs in use were duly checked as contained in 
each drum of six, but that one drum must have 
contained seven. The jury very naturally suggested 
that some system should be adopted whereby such 
an accident could not possibly happen again. If any 
system could be evolved which was proof against 
human error, it would of course be taken into use 
at all surgical operations; meanwhile the need of 
supreme care in the checking and removal of surgical 
appliances and dressings is a lesson which no one 
must be allowed to forget. 


Third Degree Allegations 


The Times of Sept. 8th prints an account from its 
New York correspondent of the arrest of a deputy 
sheriff on a charge of murder in connexion with the 
death of a prisoner in custody. The prisoner, named 
Virant, had been arrested on suspicion of being 
concerned in a murder in a “speakeasy.”’ At the 
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coroner’s inquest Virant complained that the police 
had nearly killed him in their endeavours to make him 
confess the murder of which he knew nothing. He 
said he had been struck on the head, and he thought 
two of his ribs had been broken. ‘‘ They took turns 
working on me.” The deputy sheriff of a district 
of Illinois, whose arrest for the murder of Virant is 
now reported, “knocked me down and kicked me, 
and jumped on my neck.” Virant is said to have 
been found hanged in his cell. A pathologist who 
examined his body on behalf of the public authorities 
said that death was not due to strangulation, but 
had resulted either from beating or from the effect of 
‘** knock-out drops,” sometimes used by the police to 
obtain finger-prints from unwilling prisoners, or from 
a combination of both. 

The truth of these allegations will no doubt be care- 
fully examined. In England the public is extremely 
sensitive to any suggestion of “‘ third degree ’’ methods 
on the part of the police. It will be recalled that the 
suggestion of unfair methods was one of the issues 
inquired into and reported upon by the commission 
on police powers, set up after the Savidge incident 
in Hyde Park a few years ago, and presided over by 
Lord Lee. The admirably written report of the 
commission is a public document of no little import- 
ance. As is well known, our English police force is 
comparatively modern when contrasted with the 
antiquity of our criminal institutions. Before the 
beginning of the nineteenth century the justices of 
the peace used personally to concern themselves with 
the investigation of crimes and the apprehension of 
suspected persons, while the local constables remained 
much as Shakespeare has depicted them for us. The 
evolution of a special force of police with statutory 
powers of arrest and apprehension and a technique of 
criminal records has thrust the justices back into a 
mainly judicial position in these matters. If trans- 
atlantic methods of extracting evidence by non-judicial 
methods goes far beyond anything which this country 
would tolerate, there are many in England who think 
that the elaborate safeguards of the liberty of the 
subject deprive our English police of powers which 
they need for bringing offenders to justice. The 
cautionary formula to a suspected person, necessary 
before any use can be made of his statement or of 
his answers to questions, undoubtedly makes the task 
of the policeman difficult. The Home Office has 
officially repudiated any suggestion that these safe- 
guards unfairly handicap the police or are responsible 
for the non-discovery of criminals who might other- 
wise be detected and punished; the police force, 
however, possibly takes a different view. 


The Coroner’s Office in Bombay 

The Illinois case, noted in the preceding paragraphs, 
illustrates the remarkable value of the coroner’s office 
as a part of the machinery of criminal investigation 
in all countries which have taken over these historic 
items of the English system. The latest issue of the 
Journal of Comparative Legislation (just published), 
in giving the usual annual summary of statutes 
recently passed in various countries, happens to deal 
with the office of coroner in the Presidency of Bombay. 
The law relating to coroners has remained in force 
unamended in Bombay for nearly 60 years, and was 
based almost entirely upon the old principles of the 
law in England. A recent amendment (Act No. 13 
of 1930) makes several changes. A coroner in Bombay 
need now no longer empanel a jury for every inquest. 
He need not hold a separate inquest on each of several 
persons who have met their death in one common 
accident. If satisfied by preliminary inquiry as to 





the cause of death, he can permit the body to be- 
disposed of. A suspected person is no longer to be 
treated as an accused person in the coroner’s court 
where, of course, the investigation is general, and 
where no formal charge has been preferred against 
a named individual. A coroner is also now to be 
equipped with powers for dealing with cases of 
contempt of court. Finally, proceedings before a 
coroner can now be stayed where criminal proceedings 
before a magistrate are under way. Thus Bombay 
has adopted some of the improvements introduced 
in England by the Act of 1926. 





SOUTHEND GENERAL HOSPITAL 


THE new general hospital at Southend-on-Sea, 
which was formally opened on July 26th, will, it is 
expected, be ready to receive patients towards the 
end of next month. The hospital serves an area,. 
including Southend, Westcliff, and Leigh, stretching 
for seven miles along the Essex coast, which has 
quickly developed into a residential area and holiday 
resort for Londoners who. have elected to live by the 
sea where it comes nearest te the metropolis. Shortage 
of accommodation at the lecal voluntary hospital in 
Warrior-square, built as a memorial to Queen Victoria’s 
Jubilee and increased by stages up to 96 beds and cots, 
led to an influx of patients at the Rochford poor-law 
hospital where the accommodatien has been taxed to 
the utmost. Eight years ago the community was 
faced with the alternative of admitting that the 
principle of maintaining a general hospital by 
voluntary subscriptions had failed, and falling back 
on the provision of a municipal hospital under the 
Public Health Acts, or of making a colossal effort to- 
provide a voluntary hospital with 200 or more beds. 
At this stage, as is common knowledge, Lord Iveagh 
came to the rescue with the gift of a site of twelve 
acres in the Prittlewell district, and contributions to 
the funds amounting from first to last to a total of 
nearly £100,000. Others were stimulated to bene- 
faction: Mr. E. Cecil Jones gave £10,000 towards a 
children’s wing, Alderman A. Martin offered a life 
interest on £58,000 for maintenance, with the capital. 
sum on his death. Sums of money came in sufficient 
to name all the cots in the children’s wing. 

The site of the hospital slopes gently towards the 
south, the main entrance being on the southern 
boundary. As will be seen from the aerial view, the 
administration block lies centrally with the main 
corridor running east and west, giving access to the 
ward blocks, three storeys in height, with flat roofs 
and large open-air balconies at the southern end. 
On the left is seen part of the children’s block, two 
storeys in height, which lies east and west. The 
main ward blocks are at present two in number, 
space being left for two further blocks which will 
increase the number of beds by 180 up to nearly 400. 
The beds are allotted as follows: 60 each for general 
surgical and general medical cases, 24 maternity 
cases, 21 paying beds, 8 for eye cases, 2 for casualties, 
and 44 for children. A feature of the wards is the 
arrangement of the beds. The arrangement, familiar 
enough in America, was novel when introduced by 
the same architects, Messrs. Adams, Holden, and 
Pearson, in the design for the Birmingham hospitals 
centre,) and has since been adopted by the New Sussex 
Hospital for Women and Children, of which we 
reproduce an illustration from THe Lancet of 1931, 


2 See THE LANCET, 1930, i., 318. 
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Aerial view of the new General Hospital at Southend-on-Sea. 


i., 1382, to show its attractive features. 
hospital ward the beds are placed at right-angles to 
the walls so that the patient is facing the light from 
the opposite windows and has the radiator near the 
head instead of the foot of the bed. On the new 
principle the beds are placed in pairs, parallel to the 
wall with a window to each bed, separated by a series 
of partitions of metal and glass connected by rods 
which enable curtains to be drawn on the corridor 
side, thus obviating the need of portable screens. 
Channels in the screen carry the wires for light and 
listening in, and everything is given a flush finish to 
facilitate cleaning. 

In the children’s block all the wards have large 
folding-doors opening on the balconies so that in fine 
weather they can be thrown completely open to the 
south. In this block there are large glass windows 
between the various wards for complete supervision. 
The buildings are faced throughout with hand-made 
local bricks which have considerable variety in colour 
and texture, thus adding to the interest of the 
necessarily simple elevations. String-courses 


In the usual | 


key-stones are in artificial stone, real Portland stone 
being used in exposed positions such as window-sills 
and copings. The design was considered of sufficient 
interest and merit to occupy the whole of a supplement 
to the Architects’ Journal for July 20th. 

The intention had been to leave the out-patient 
department at the Victoria Hospital, but this would 
have complicated administrative problems, and there 
is now a complete department at the new hospital 
with six consulting rooms, ophthalmic room, minor 
operating theatre, dispensary, and medicine room. 
It is hoped to organise appointments so as to avoid 
overcrowding and long waiting, and by codéperation 
between practitioners and hospital staff to ensure to 
all the personal-timed consultations which are generally 
available for private patients. 

The top floor on the men’s side contains 21 beds 
for paying patients, in wards of 4, 2, and 1 bed each. 
The intention is to build later an east wing similar 
to the children’s wing on the west to accommodate 
at least 80 private patients. No contributory scheme 
for the general hospital has been yet definitely 





A ward in the New Sussex Hospital for Women and Children, showing lengthways arrangement of the beds. 
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arranged, but it is proposed that a person within 
certain income limits, by paying a regular sum 
weekly or monthly, can receive treatment without 
charge. It is claimed with some justice that there 
is no more complete provincial voluntary hospital 
in the country, and at the official opening Dr. L. 
Gordon Hopkins, chairman of the medical advisory 
committee, referred to three features of the hospital 
which were to some extent innovations. The first of 
these was the introduction of a complete specialist 
medical staff; secondly, the provision of pay beds 
to meet the needs of members of the community who 
could not afford nursing home fees and yet found 
charity distasteful; and thirdly, the setting up of a 
maternity service where the dangers of the pre- and 
post-natal periods could be successfully combated. 

The staff of the hospital so far as at present 
appointed is as follows:—Hon. Physicians: Dr. 
William Evans, Dr. T. Rowland Hill, Dr. R. 8. 
Johnson, and Dr. A. D. Porter. Hon. Surgeons : 
Mr. Rodney Maingot, Mr. R. H. Campbell, and 
Sir William Wheeler. Hon. Dermatologist: Dr. 
A. Burrows. Hon. Radiologist (Diagnostic): Dr. 
H. Cecil Bull. Hon. X Ray Therapist: Dr. M. H. 
Jupe. Hon. Ophthalmologist: Dr. D. D. Evans. 
Hon. Ear, Nose, and Throat Surgeon: Mr. C. 
Hamblen Thomas. Hon. Orthopedic Surgeon: Mr. 
B. Whitchurch Howell. Hon. Anesthetists: © Dr. 
A. P. Cogswell and Dr. W. E. Robinson. Hon. 
Gynecologists: Mr. H. Burt-White, Mr. J. Lyle 
Cameron, and Mr. F. Neon Reynolds. Pathologist : 
Dr. C. F. Freezer. Pharmacist: Mr. A. C. Adamson. 
An hon. physician to the electrotherapeutic depart- 
ment is still to be appointed. 





PARIS 


(FROM OUR OWN CORRESPONDENT) 


THE PUBLIC HEALTH POLITICAL PARTY 

THE activities of the Parti social de la santé 
publique have not received the attention they deserve 
from the sanitary reformer abroad. One original 
feature of the new political party is that at the 
general election this year its representatives did not 
stand. What will happen at the next general election 
is another matter; and it is commonly understood 
that deputies who fail to keep promises made in 
1932 with regard to public health reforms will 
find a powerfully organised opposition. The driving 
force behind this party is Justin Godart who is 
now at the head of the Ministry of Health. The 
Secretary-General of this new party, which was 
formed towards the end of 1929, is Dr. Georges 
Schreiber whose advocacy of the periodic medical 
examination and the prenuptial medical examination 
has for several years been conducted with remarkable 
energy. One of the principles of the party is to 
appeal to all, irrespective of their politics and religion, 
to join in the personal and public health movement. 
Young as it is, the new party has already several 
important achievements to its credit. As a sequel to 
a speech made by the president of the association 
of telephone subscribers energetic measures were 
undertaken to rendering French post offices cleaner 
and healthier, and another reform promoted concerns 
cleanliness of the streets, the pavements in particular. 
Protests against the fouling of pavements by 
defecating dogs have led to the appointment of 
special services for dealing with this nuisance, and 
to the doubling of the tax on luxury dogs. Other 
evils being attacked are the lack of hygienic conditions 
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in trains and railway stations, and the overloading 
of the school-child’s curriculum. The new party 
hold sthat a prenuptial medical examination should 
be compulsory, the prospective parties being not only 
free to choose their doctor but to follow or disregard 
his advice as they please. Further activities include 
a campaign directed towards the present methods of 
staffing the Ministry of Health. A plan to encourage 
individual efforts so that the enterprising butcher 
who keeps his meat under glass, or the milkman 
who takes special precautions to provide his customers 
with clean milk gains valuable publicity. On the other 
hand there is a black list. The offenders whose 
names are inscribed thereon are given helpful warnings. 
Even the thoughtless housewife, who shakes her 
carpets out of the window at all hours of the day, 
to the discomfiture of the passing school-child, 
may have to mend her ways in response to propaganda 
and may find her activities in this respect to be legal 
only before 7 A.M. 
THE CAUSES OF MOTOR ACCIDENTS 

A special commission, over which the Minister 
of Public Health will preside, has recently been 
appointed to investigate the causes of motor accidents. 
One of the members of this commission is Dr. Toulouse, 
who is in charge of the psychiatric and mental prophy- 
laxis clinic of the Henri-Rousselle Hospital in Paris. 
He has pointed out in a recent interview the curious 
fact that the public remains unmoved by the thousands 
of fatal tragedies caused by motoring, whereas it is 
terror-stricken by even one case of rabies. While 
many people would still hesitate to enter an aeroplane, 
no one reflects as he enters a strange motor-car that 
he is putting his life in the hands of some one of whose 
capacity to take quick decisions he knows nothing. 
In 1931 motor accidents caused over 4000 deaths 
in France, and injured more than 80,000 persons. ~ 
The remedy Dr. Toulouse is inclined to advocate is 
a very thorough medical examination of all candidates 
for driving licences. At present such an examination 
is required only of drivers of heavy vehicles, At 
first it would probably succeed in combing out only 
the most obviously unfit, but it should be possible 
to tighten up such examinations till they became a very 
fine comb. Dr. Toulouse is, of course, particularly 
interested in the mental side of the proposed medical 
examination, and he is convinced that the psycho- 
logical element plays a decisive réle with the driver 
whose morbid pride leads him to set too hot a pace. 
Dr. Toulouse has been consulted by taxi-drivers 
suffering from heart disease and epilepsy and, being 
tied by the code of professional secrecy, he has been 
powerless to intervene except by cautioning his 
patients. The composition of the new commission 
is not exclusively medical ; motor-car manufacturers 
will be represented on it, and it is hoped that they 
may be able to throw light on the mechanical causes 
of accidents such as the combination of too powerful 
engines with comparatively light cars. 

THE DISCOVERER OF IODOFORM 

The recent commemoration of the centenary of 
the death of Georges-Simon Sérullas was the occasion 
for interesting biographical studies of this remarkable 
chemist. He was born at Poncin on Nov. 2nd, 1774. 
In 1791, having just left school, he enrolled himself 
in a battalion of volunteers, becoming at the same 
time a student of pharmacy. At the battle of 
Waterloo, he was the chief pharmacist to the Grande 
Armée. In 1816 he taught chemistry at a hospital 
in Metz, and between 1824 and 1825 he was president 
of the Society of Sciences and Art in that town. 
He was subsequently appointed professor of chemistry 
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at the Val-de-Grace. It was, however, as early as 
1822 that he made the discovery ofiodoform. During 
the British blockade of the continent a competition 
‘was organised for discovering the best method for 
preserving the sugary matter of native vegetables ; 
Sérullas devised a method for preparing syrup of 
grapes. As late as 1828 he discovered the chemical 
which, during the Great War, was employed as a 
poison gas under the name of “‘ mauguinite.” Dying 
of cholera on May 25th, 1832, he was so poor that 
his friends intervened on his behalf in order that 
he might be buried at the cost of the State in the 
Parisian cemetery of Pére Lachaise, where he now rests 
beside Chopin. 
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FOREIGN ASSISTANTS IN GERMAN HOSPITALS 

THE Association of Hospital Assistants has lately 
complained of the employment in numerous hospitals 
of medical men with foreign diplomas, although 
there is no lack of recently qualified Germans who 
would be glad to work as assistants, for no one is 
admitted to club practice without having served 
for three years in a hospital. The Minister of Public 
Welfare has stated that in Prussia, apart from the 
university clinics for which the Ministry of Education 
is responsible, there are 103 hospitals in which 
altogether 145 foreign medical men are employed. 
Of these hospitals, 35 belong to religious corporations, 
17 are private, and the remainder are municipal or 
public. The Minister has been informed that certain 
foreign medical men have acted as if they were*duly 
qualified in Germany: they have prescribed 
““ dangerous ”’ remedies, they have given certificates 
-of death and opinions for law courts, they have 
attended patients with venereal diseases, thus rendering 
themselves liable to penalties. The Minister has 
instructed local authorities that they are not 
authorised to employ or let employ foreign medical 
men, that those at present employed are to be dis- 
-charged and Germans appointed in their stead. The 
Minister added that there is no reason to prevent 
foreign medical men from working, as heretofore, 
voluntarily for the purpose of study under hospital 
surgeons and physicians. 


> 


HOSPITAL STATISTICS 


According to statistical records taken by Dr. 
Dornedden of the German Statistical Office and pub- 
lished in the Reichsgesundheitsblatt, the number of 
lying-in hospitals and clinics is three times greater 
than before the war. The obvious reason is that 
women increasingly prefer to be delivered in an 
institution where the expenses are not much higher 
and the trouble is smaller than at home confinements. 
The number of other hospitals has increased, and 
the number of beds in still higher proportion, so 
that, generally speaking, the hospitals have increased 
in size. While in 1913 4-3 beds existed for each 1000 
of the population, that number was 6-2 in 1930. 
Hamburg has relatively the greatest number of 
hospital beds. Until 1929 the number of patients 
constantly increased, but in 1930 for the first time 
a decrease was recorded. Reasons of the decrease 
are (1) the lessened incidence of illness, especially 
of influenza, and (2) the economic situation which 
-compels patients, particularly those belonging to the 
Krankenkassen, to keep out of hospital as long as 
possible. The largest call on hospital beds is made 
-by cases of injury. 





Injuries of the skull, the vertebral ; the number is now only seven. 


column, and the pelvis have become more frequent 
owing to the rising number of severe motor-car 
accidents. Diseases of the female sexual organs, 
abortions, and tuberculosis have considerably 
increased too, and so has appendicitis, where fortun- 
ately the mortality is only one-third what it was 
before the war. Diabetes and gastric ulcer have 
increased, enteric fever and venereal diseases dimin- 
ished. Circulatory troubles have become more 
frequent, inasmuch as the average age of the 
population has become higher since the war. 


REMOVAL OF THE SPLEEN 

Prof. Mihsam, chief surgeon to the Virchow 
Hospital in Berlin, writes that up to 1894 only 121 
cases of splenectomy were recorded, but that the 
indication for that operation was then greatly 
extended when it was ascertained that certain blood 
diseases—e.g., leukemia, Banti’s disease, and thrombo- 
penia—were cured or improved by it. He has himself 
performed splenectomy for ruptured and migrating 
spleen, for aneurysm of the splenic artery, splenic 
abscess due to embolism or complicating enteric 
fever, tuberculosis, and echinococcic cysts. | In 
syphilis splenectomy is indicated if antisyphilitic 
treatment has been unsuccessful and pain is severe ; 
in malaria, too, it may be necessary to relieve the 
pain of an enormously enlarged spleen. Pernicious 
anemia is, he thinks, no longer an indication for 
splenectomy since liver therapy has proved so 
successful. Of 60 splenectomies of his own 29 were 
cured and 31 died. 


UBIQUITY OF PFEIFFER’S BACILLUS 


Dr. Gundel and Dr. Linden, as a result of investi- 
gations at the hygienic institute of Heidelberg 
University, find Pfeiffer’s bacillus in all kinds of acute 
disease of the respiratory organs in non-epidemic 
periods. In younger children the presence of the 
bacilli is transitory, but older children and adults 
carry them longer than do actual cases of influenza. 
The bacillus lives as a saprophyte on mucous 
membranes, becoming virulent when the resistance 
of the organism is diminished. 


THE CURABILITY OF SARCOMA 

Dr. Hintze lately read a paper before the Berlin 
Medical Society recording 678 cases of sarcoma 
attended in the University surgical clinic during 
the last 18 years ; of these 214 were still alive after 
five years. This success was due in one-third of 
the cases to operation and in two-thirds to radio- 
therapy. Cases in which an operation was done 
without radiotherapy were successful in 28-7 per 
cent.; with radiotherapy combined with operation 
the percentage was 33-2. The best results were 
recorded in cases where prophylactic irradiation 
was performed, the number of cures being 39 per cent. 
The choice of operation or radiotherapy, or both 
combined, depends on the position of the growth. 
In sarcoma of the mamma and of the extremities 
amputation followed by irradiation is indicated. 
In sarcoma of the hypophysis, tonsils, pelvis, and 
spleen, and in malignant lymphoma, cures were 
obtained by radiotherapy only. No test excision 
ought, he thinks, to be made without a following 
application of rays. Chances of cure increase with 
improvement of technique and greater experience. 


In the Reich only eight leprous patients are 
registered. One new case from abroad was conveyed 
to the medical clinic of Giessen University; one 
ease has left the country and one has died. So that 
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Defective Vision in School-children 


At the present time the method used to detect | 
visual defects in school-children is a test of visual | 
acuity ; children who read 6/6 or 6/9 are passed as | 
normal, others are referred for testing by refraction. | 
In addition, a certain number of children are tested | 
by refraction because of squint or of such symptoms 
as migraine, blepharitis, conjunctivitis, and headache. 
Dr. A. A. Douglas, school oculist for Ealing, suggests 
that this method has certain drawbacks, the chief of 
which is that many cases of defective vision are not 
detected by it. Thus many children with hyperme- 
tropia, even of high-grade hypermetropia, go uncor- 
rected. More important, cases of early myopia and 
astigmatism are not submitted for refraction until 
some diminution in visual acuity of vision calls atten- 
tion to them. The committee of inquiry into prob- 
lems connected with defective vision in school- 
children found that in unselected children the 
percentages were :— 


Simple myopia .. 24 | Mixed astigmatism .. 1 2 
Myopic astigmatism .. 0-8 | Simple hypermetropia.. 64-2 
Hypermetropic astig- | Emmetropia .. .. 58 

matism os -- 13-9 | Anisometropia eo 237 


If these percentages are applied to the total number 
of school-children in a locality the expected number 
in each of the groups can be compared with the actual 


number on the records of the school oculist, correction | 
being made for the children (estimated at 10 per, 


cent. of the total) who receive ophthalmic treatment 


privately. Taking the total number of school-— 


children in Ealing as 12,100, Dr. Douglas finds the 
expected and actual numbers of the more important 
refractive abnormalities to be these :— 


Expected. Actual. 


Simple myopia. . ee ee BES ccocoe FES 
Myoptic ee ee DE cece 45 
H rmetropic astigmatism .. 1696 .... 235 

xed astigmatism .. oe 100. —«.... 75 


It is rather disturbing, he says, to find that the | 
actual numbers of children with myopia and myopic 


astigmatism fall so far short of those expected. 


Doubtless, many of the undetected cases are slight, | 


but these are just the cases it is important to detect, 
and the findings support the inquiry committee's 
view that the practice governing ophthalmic work 


in schools needs modifying. The difficulty is to | 


decide on a suitable reform. To test every child by 
refraction would result in expenditure that could 
not be entertained for the present. The efficiency 
of routine examination could be improved by such 
simple procedures as testing acuity with a +1D. lens 
—the eyes of all school entrants might be thus tested 
as soon as they know their letters; children with 
symptoms which might be due to an uncorrected 
refractive error should be examined by refraction. 
Myopes Dr. Douglas divides into three groups : 
(1) Those who can see well and have no severe or 
progressive defect. These are the larger number 
(nearly 70 per cent.), and they can follow the ordinary 
curriculum. (2) Those who have a moderate defect 
in both eyes or a serious defect in one eye only. These 
are fewer in number (about 20 per cent.); they can 
do modified school work with reasonable precautions. 
(3) Those with severe or rapidly progressive defects. 
Their number is smaller (11 per cent.) ; some of them 
cannot read ordinary type. The second, and especially 
the third group, cause the difficulties, the more so 
because scientific opinion is divided on the value of 
the measures adopted. The majority of ophthal- 
mologists in this country believe that the morbid 





process is accelerated by ordinary school work, and 





| that homework should be prohibited. The opposing 


school holds that the progress of the disease depends 
on hereditary and constitutional factors. If this latter 
view is correct, as it may well be, to prohibit such chil- 
dren from reading is to take a serious responsibility. 
To deprive an intelligent child of 12 of books at the 
time when normally he starts to acquire those habits 
of curiosity and study upon which so much depends 
later may well be resented by parents. Myopes can 
rarely excel at games or sport, and to deprive them 
of their traditional consolation and path to a healthy 


| self esteem may pave the way to a sense of inferiority. 


Dr. Douglas thinks the best course is to allow such 
children to attend the ordinary schools for part of 
the time and to devote the rest to special instruction. 

Of the hypermetropes less than 20 per cent. had 
+3D. or more; nearly all of these had diminished 
visual acuity. Those with less than +3 D. were often 
brought for refraction because of symptoms such as 
migraine, styes, conjunctivitis, or blepharitis. Why, 
it may be asked, should children who have the 
amount of hypermetropia normal for their years suffer 
from symptoms which can often be rapidly relieved 
by the wearing of glasses. Dr. Douglas suggests that in 
many cases hypermetropic astigmatism, too slight 
to be revealed by the method of classification used, 
is the real source of trouble. 


Industrial Housing 
The housing difficulties described by Dr. J. Yule 


|in his report as medical officer of health for West 
| Bromwich are typical of those met with in many 


industrial towns. Since the last census the popula- 
tion of the county borough has increased by 10,000, 
and the 82,000 residents are now accommodated in 
18,500 houses, mostly of the working-class type. 
| During the intercensal period the average number of 
persons per inhabited house has gone down from 4-9 in 
1921 to 4-4 in 1931. The most serious difficulty is 
to meet the demand for additional houses at a rental 
suitable in the present state of financial stringency. 
| Another difficulty is experienced in obtaining build- 
ing sites within reasonable reach of the centre of the 
town, with inexpensive transport to the works. 
Much of the land in the borough is unsuitable for 
building purposes owing to mining operations. The 
activities of the corporation are indicated by the 
erection of 2816 houses since 1920; of these, 1816 
are of the non-parlour three-bedroom type, 105 
of the non-parlour two-bedroom type, and 834 and 
| 61 of the parlour type with three and four bedrooms 
respectively. During 1931 the corporation erected 
518 houses, the largest number in any year since the 
war, whilst only five State-aided houses were erected 
by other enterprise. As regards older houses, 8000 
have two, three, or four rooms, including 1350 of the 
back-to-back type, and the majority of these are from 
50 to 100 years or more old. A moderate estimate 
gives 1250 unfit houses. There are 7000 without 
adequate internal water-supply, and 6000 with no 
w.c. accommodation within their own curtilage. 
One unhealthy area has been dealt with and some 
progress has been made with three others during 
1931. Miss A. J. Philipp, the housing manager, 
gives, as signs of the easing of the housing situation, 
the facts that applicants now frequently find other 
accommodation, while municipal tenants quit and 
obtain houses under private ownership, and many 
tenants are purchasing houses. On the other hand, 
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the applicants 1 now left on 1 the: register are the most 
difficult to help—namely, those who can pay a very 
low rent for accommodation near their work, and 
casual labourers, who cannot afford a whole house. 
A simpler type of house is needed and there is a long 
waiting-list for the houses on Friar Park Estate, 
let at an inclusive rent of 7s. 9d. to 88. 9d. Miss 
Philipp pleads for shopping facilities and buildings 
for social functions on the outlying estates, and 
records that the first annual garden competition was 
@ great success. She also reports that the tenants 
removed from the slums improve in the standard of 
cleanliness and behaviour beyond expectation, but 
that perhaps 10 per cent. have not the ability to 
raise themselves above their slum habits. The housing 
committee have therefore erected four experimental 
bungalows within easy distance of the town let at an 
inclusive rental of 6s. 6d. weekly, and it is hoped to 
erect others which can be let at an even lower rent. 

Another experiment has been the transformation 
of a large de-licensed public-house into two flats in 
which two families of 15 members each are accom- 
modated. Many tenants who could normally pay 
the rents of cheaper houses are handicapped by the 
need for paying weekly instalments on hire-purchased 
furniture, and to meet this the housing committee 
has an exhibit of amateur furniture, made entirely 
from packing-cases, borrowed from the Birmingham 
Copec House Improvement Society. By this method, 
it seems, a room can be entirely and satisfactorily 
furnished for 25s. The difficulties of the situation 
are aggravated by the increase of unemployment ; 
the number of unemployed men in 1931 being 4480 
as compared with 2956 in 1930. 


MENTAL HOSPITAL REPORTS 


At THE RETREAT, YORK, there were 189 patients 
at the end of last year; of the 103 admitted during 
1931, 60 per cent. were voluntary and 9 ‘‘ temporary.”’ 
The death-rate was 11°6 per cent.; 33 patients were 
discharged recovered and 44 relieved. Dr. Neil 
Macleod, the medical superintendent, remarks that 
the admission-rate and type of illness seen show no 
reflection of the national crisis, and that the associa- 
tion of alcoholism with mental illness has been 
steadily decreasing in recent years. Special use is 
made in this hospital of glandular extracts, massage, 
ultra-violet rays, and organised occupation. The 
occupational therapy department, indeed, has grown 
so much that the instructor has been supplied with 
an assistant. There is a central pavilion, but a great 
deal of work is done in the wards as well. All the 
patients who were well enough went to a holiday 
house in the summer. Of the 106 male and female 
nurses, 53 are registered or certificated. The report 
makes cordial reference to the Final Report of THE 
LANCET Commission on Nursing, when discussing the 

roblem of procuring suitable probationers. Dr. 
Macleod points out that there should not be any 
gulf between general hospital nurses and mental 
hospital nurses. The State register has a common 
entrance for all, and it is desirable, if not always 
practicable, that the mental nurse should have had 
a general hospital training. At The Retreat all the 
responsible nursing positions are held by doubly 
qualified women. The training school at The Retreat 
has a famous tradition, for the late Dr. Bedford 
Pierce was a pioneer in promoting the development 
of mental nursing, and Dr. Macleod shows that he 
is no less interested in the training of mental nurses. 

The HERTFORDSHIRE COUNTY MENTAL HOSPITAL 
at Hitt END, St. ALBANS, had 972 patients in residence 
at the end of last year. The recovery-rate for the 
year was 36°8 per cent. and the death-rate 6-2 per 
cent. Various temporary expedients have been 
adopted to meet the demands for extra beds, and a 
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| sauher of aa ‘Selective any been tonmadeened 
to a colony; but the problem of overcrowding will 
arise again before long. There were eight cases of 
tuberculosis, two of dysentery, and one of chicken- 
pox. Malarial treatment was used for three cases of 

general paralysis. A number of patients were seen 
at at the dental, ageneibaiedl: and ear, nose, and throat 
clinics, and radiological examination, where necessary, 
was obtained in the town. A large number of patients 
had their interest aroused by occupational therapy 
and physical drill classes. The work of the pathological 
laboratory is increasing, and examinations are made 
for other institutions in the county. During the 
year, 26 voluntary and 8 tempo patients were 
admitted. An out-patient clinic i has beun established 
at the St. Albans and Mid-Herts Hospital. Parole 
beyond the estate was granted to 21 men and 82 
women, and 48 men are free within the grounds. 
The search for nasal sepsis as a cause of mental disorder 
has proved disappointing, but tonsillectomy has been 
useful. During the year nine nurses and two 
attendants obtained R.M.P.A. certificates. 


At the LEICESTER AND RUTLAND MENTAL HOsPITAL 
there were 783 patients at the end of last year. The 
recovery-rate for the year was 35-3 per cent., and the 
death-rate 9-5 per cent.; the causes of death were 
verified by post-mortem examination in 87-6 per cent. 
of cases. Apart from three cases of Flexner Y 
dysentery, the general health was good. During the 
year 21 voluntary patients and 1 temporary case 
were admitted ; the average duration of stay of the 
voluntary patients was two and a balf months. Over- 
crowding has now reached alarming proportions, but 
40 quiet cases are to be transferred to public assistance 
institutions. The laboratory has made over 1000 
examinations. During the year three attendants and 
six nurses obtained R.M.P.A. certificates. 

The Down County MENTAL HospITat at Down- 
PATRICK publishes a report illustrated with photo- 
an ee of its operating theatre and the X ray, 


ny drotherapy, and occupational therapy departments. 
ere were 826 patients on the books of the institution 
at the end of 1931. 
was 32-6 and the death-rate 7:3 per cent. 
hospital is on the verge of overcrowding, but the 
new male occupational therapy department made 
possible a rearrangement whereby 15 new beds were 


The recovery-rate for the year 
The 


provided. A number of patients have been granted 
parole. The most notable event in the history of 
the year was the completion of the hydro-electric 
department; two consulting radiologists and a 
radiographer have been appointed. There were nine 
cases of zymotic disease, of which the source could 
not be traced. Some 60 per cent. of the patients are 
usefully employed. Four nurses passed the R.M.P.A. 
examination, bringing the total number certificated 
up to 70. 
At BarRNwoop HovuskE, GLOUCESTER, there were 
— tients at the end of last year: 1 temporary 
0 voluntary. For the first time in the records 
of the hospital the numbers of certified and voluntary 
patients admitted were practically equal. The 
recovery-rate was 50 per cent. of the admissions 
and the death-rate was 9°87 per cent. The general 
health was good, but many of the cases admitted were 
elderly and debilitated. One patient suffering from 
general paralysis was treated with malaria and was 
discharged recovered. Several patients suffering 
from dementia precox were also treated, but without 
improvement. All new patients have a routine 
examination by the pathologist. The value of 
occupational therapy has again been demonstrated, 
and the medical superintendent shows that different 
types of mental disorder require different kinds of 
occupation. The summer house at Weston-super- 
Mare was again much appreciated. An X ray 
apparatus has been purchased and a dark room fitted 
- ah. nearly all new patients have their teeth X rayed. 
Dental films are sent to a dentist and other films to a 
radiologist _- eo pee During the year 12 
nurses he final examination of “che R.M.P.A. 
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bringing the total certificated to 85 per cent. of the | week 20); scarlet fever, 1113; diphtheria, 1286; enteric 


men and 45 per cent. of the women. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED > 


SEPT. 10TH, 1932 


Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
9 (last week 10); scarlet fever, 1389; 
796; enteric fever, 79; acute pneumonia (primary 
or influenzal), 398; puerperal fever, 44; puerperal 
pyrexia, 89; cerebro-spinal fever, 28; acute polio- 
myelitis, 33 ; acute polio-encephalitis, 8 ; 
lethargica, 16; relapsing fever, 1 (Uxbridge) ; 
dysentery, 40; ophthalmia neonatorum, 83. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the 
London County Council on Sept. 13th-14th was as follows : 


diphtheria, | 


encephalitis | 


fever, 14; measles, 344; whooping-cough, 391; puerperel 
fever, 25 (plus 10 babies) ; encephalitis lethargica, 232 ; 
ee) pee es 4; ‘other diseases,’’ 109. At St. Margaret's 
ospital there were 12 babies (plus 9 mothers) with 
ophthalmia neonatorum. 
Deaths.—In 117 great towns, including London, 
there was no death from small-pox, 3 (1) from enteric 
fever, 12 (0) from measles, 5 (3) from scarlet fever, 
20 (2) from whooping-cough, 22 (6) from diphtheria, 
89 (29) from diarrhoea and enteritis under two years, 
and 9 (3) from influenza. The figures in parentheses 
are those for London itself. 
The deaths from diarrhoea were 14 more than in the 
revious week, the highest figures being Liverpool 16, Leeds 

, West Ham 4, Southampton 3. The fatal cases of enteric 
fever outside London occurred at Luton and Grimsby. 
Three of the deaths from measles were re from Wigan. 
Diphtheria accounted for 4 deaths at Hull, 3 at Liverpool. 
The number of stillbirths notified during the week was 
253 (corresponding to a rate of 40 per 1000 total births), 


Small-pox, 19 under treatment, 2 ander observation (last | including 38 in London. 








Questions of Mileage 

THE North Riding insurance committee has decided 
to send a deputation to the Ministry of Health to 
ask for a special mileage grant to doctors in practice 
in that area. Rural practitioners are allowed £250,000 
to pay for mileage, and it is the duty of the distribu- 
tion committee to advise the Minister how this 
sum should be divided up. At present the grant 
does not apply to attendance on insured persons 
who live within two miles of the doctor of their 
choice ; one unit of mileage is allowed for a patient 
living under three miles but over two miles away, 
two units for one living under four miles but over 
three, andsoon. Quite recently all rural practitioners 
were requested to revise their mileage lists in order 
that each insurance committee might report to the 
Ministry, and so to the distribution committee, their 
claim for so many units. The £250,000 is divided 
up amongst these total units, each committee being 
allocated a sum to cover the mileage claim of each 
practitioner. The matter does not however rest 
there, for in addition to the claim for ordinary mileage 
(which suburban practitioners do not obtain), rural 
practitioners can claim a special mileage allowance 


if they have patients who live in places difficult of | 


access—say, the Lake district or the Highlands. 
A sum of £10,000 can be drawn on for this purpose 
and, presumably, North Riding doctors could put 
in a similar claim. It has always been doubtful 
whether the rural practitioner was adequately 
recompensed for his extra costs, both in time and in 
wear and tear on car, for attendance on an insured 
person living (say) four miles away, if at the end of 
that journey he had to walk through places impossible 


for a car to pass in winter; and extra payment could | 


probably be claimed for such a case. But the 
suggestion that an insurance committee might pay 
less mileage rates to some doctors in order to pay 
more to others is contrary to present regulations, 
and could not be realised without an alteration of the 
regulations after negotiation with the Insurance 
Acts Committee. If the deputation to Whitehall 
can do anything to settle the rural practitioner's 
grievance the journey will not have been made in vain. 


Compensation Law 
The fact that a patient has had an accident at 
work—for which, presumably, he will obtain 
compensation—does not do away with the obligation 
of an insurance practitioner to give him weekly, 
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if he asks for it, the certificate of incapacity. The 
practice of approved societies in the matter varies. 
Some insist on the weekly certificate and others do 
not ask for more than a final certificate after they have 
received notification of the accident. The use of 
these weekly certificates is to excuse contributions 
under the Act, so that the member does not get into 
arrears through incapacity, the result of accident. 
The National Insurance Gazette of Sept. 10th 
discusses the case of an injury at work resulting in 
the loss of an eye, in which the employers called an 
eye specialist, who said that after about six weeks’ 
work a man with one blind eye might be just as 
competent a mechanic as a man with two sound 
eyes. The judge is reported to have remarked that 
if all the eye surgeons in the world said that a one- 
eyed man was as good as a man with two eyes he 
would not have believed it. The workman must 
prove total or partial incapacity to sustain a claim 
for payment or continuance of payment of compensa- 
tion, and in this case the question of disfigurement 
arises. If through disfigurement the patient is 
unable to obtain work he is entitled to compensation, 
but if disfigurement does not give rise to incapacity 
or cause difficulty in securing employment there is 
no provision in the Act for payment of compensation— 
a difference from the common law, where damages 
may be claimed for disfigurement resulting from an 
accident due to negligence in addition to loss of wages. 
Again, a workman is not entitled to compensation 
solely for the loss of an eye, irrespective of whether 
he can follow his old employment or not. He has to 
prove incapacity, either total or partial, and the 
requirements of the law are illustrated by the following 
words of the county court judge :— 

‘In my view it is inadvisable that the applicant should 
resume work as a guillotine cutter or attend to machinery 
for the present, but I find that by the beginning of November, 
1930, at the latest, he was fit to do work as a labourer or 
roundsman or storekeeper, or in fact any work not calling 
for strict accuracy of vision, and that as from that date 
he was capable of earning a weekly wage at least as high 
as that earned by him in the employment of the respondents. 


His failure to find such work was not due to the fact that 
he had become a one-eyed man.”’ 


The custom of many insurance companies is to 
try, after a certain period has elapsed, to settle a 


claim for some lump sum. This has given rise to the 
opinion amongst workmen that companies must 
compensate for the definite loss of an eye, regardless 
of incapacity or capacity to work. The above state- 
ment quite clearly shows this not to be the case. 
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CORRESPONDENCE 


is therefore essential that therapy be of such a kind 
SYPHILIS that administration in excess of what is absolutely 
. necessary for sterilisation shall not of itself cause 
To the Editor of Tue LANcET _any damage to the patient. This is the reason why 

Smr,—Dr. Browdy has not quite understood me. | drugs with high chemotherapeutic indices should be 
In the treatment of early syphilis, the first essential | chosen. Such agents can be exhibited in an amount 
is to have a satisfactory and attainable standard of | and with an intensity far in excess of what is necessary 
cure. The aim of therapy is to reach that standard | for sterilisation, without inflicting any bodily damage. 





THE INCREASE IN ARSENIC-RESISTANT | 


in the shortest possible time, with the smallest amount 
of therapy, and without causing any damage to the 
patient. Furthermore, this standard must, from the 
treatment given, be attained by every patient. For 
example, the course of treatment laid down for a 


case of early syphilis must be such that if it is | 
completed according to schedule, that patient will | 
undoubtedly pass the tests of cure adopted. That is | 


what is meant by a 100 per cent. cure-rate. 


While it is impossible to tell with absolute certainty, | 


in the living, if or when every Treponema pallidum 
has been destroyed, nevertheless experience has 


shown that if certain tests are fulfilled, cure of the | 
In my view the minimum | 


disease may be assumed. 
standard of cure consists of :— 


(1) Negative Wassermann and two other supplementary 
tests—such as the Kahn and Meinicke—on the 


after the cessation of treatment. 
(2) Negative cerebro-spinal fluid tests during these two 


years. 
(3) Absence of clinical and radiological signs. 


Patients who have passed these tests, and even 
others which are less severe, have not relapsed in 


after-years ; some have got married with safety to | 
and a few | 


their partners and to their progeny ; 
have even acquired an undoubted second infection. 


It may, then, be taken that such tests are sufficiently | 
stringent; and that when they are fulfilled, they | 
indicate that such patients have been cured by the | 


treatment administered. 


Assuming for the moment that these criteria are | 
accepted—in other words, that unless patients are | 


subjected to these tests and pass them they cannot 
be considered cured—then the lower limit of adequate 
treatment consists of the minimal amount, intensity, 
and duration of therapy with which they can be 
attained. The damage wrought by syphilis depends 
upon three main factors: (1) the virulence of the 
parasite ; (2) the resistance of the host to the disease ; 
and (3) his power of reacting to the remedial agents 
given. It is therefore very clear that there must 
be a wide margin between the degree of therapy 
which will cure the mildest infection in the most 
favourably reacting patient, and that which will be 
efficacious in a virulent case, where the patient 
responds in a slow and unsatisfactory manner. And 
it is important to note that it is impossible to say 


lood after | 
provocation, carried out every 12 weeks for at least two years | 


Under-treatment is a very serious matter—prob- 
| ably more so than no treatment at all. To be sure 
that all patients have adequate treatment—i.e., to 
reach a cure-rate of 100 per cent.—implies an equal 
certainty that many must receive more medication 
than is strictly necessary. This, however, need not 
be harmful. It is possible that to some patients 
suffering from sero-negative primary syphilis, even 
| eight weekly intravenous injections of neo-arsphe- 


| namine would be over-treatment. A few rare cases may 
| actually be cured by four such injections at intervals 
of three weeks with or without hyd. c. cret. by mouth. 
But it is quite impossible to tell what cases will be 
cured by such trivial therapy; and if they are 
_ uncured, the disease is digging itself into their viscera 
during the time they are being tested. Their last 
state is thus worse than the first. 
| To be sure of giving adequate therapy to every 
| patient, over-treatment for a certain number is 
| both unavoidable and expedient. Even what has been 
| termed “ gross over-treatment ”’ need have no noxious 
effect. The term “ over-treatment”’ is not a good 
| one, since the suggestion contained therein is that 
remedial applications beyond the stage of sterilisation 
—which stage is not identifiable at once—is harmful. 
It is perhaps immediately uneconomical, but it need 
not be deleterious. If therapy is pushed so that the 
patient suffers, that is not over-treatment but bad 
treatment. The fear of giving more of a drug than 
is necessary, of continuing with it beyond the time 
when cure has been effected, is a bogy. It would be 
a harmless one were it not for the fact that its presence 
causes the pendulum to swing too far in the other 
| direction and so result in under-treatment. That is a 
matter for grave concern. 

The point I am anxious to make is that by a 
careful analysis of case-records, every syphilologist 
should be able to say what is the minimum course of 
therapy which he finds attains a cure-rate of 100 per 
cent. in early syphilis. If his course does not attain 
that result, then it is inadequate. I will give one 
instance out of my experience :~ 

In sero- tiv rimary i - 
quupheqemine 1945 6.) ond Piemathe (3-2 rad ys 
in the form of a eo of the metal in isotonic glucose) 

| during a period of 24 weeks according to the alternating 


| principle which I adopt, every case without exception 
| Over an observation iod of never less than two years, 


when the patient is seen if the disease is a mild or a | has suffered no clinical or serological relapse. For late 
severe infection, and whether or not the response to | primary, early seco , = — a 7 Savy 
treatment will be sufficient. Since, upon the criteria | cure-rate of 100 per cent. Since the beginning of 1931 the 
of cure adopted, it is possible to attain a cure-rate of | courses have been increased in duration by two or three 
100 per cent., it naturally follows in order to reach | weeks each, so as to give higher efficiency indices and to 
this, that mildly infected persons, those who are | allow a little more latitude for irregular attendance. 

endowed with a high degree of resistance to the | There is nothing out of the ordinary in these results. 
disease, and those who respond well to remedial | A great many other workers get equivalent results 
agents, must most certainly be over-treated if they from other methods. The point is that all such courses 
are in receipt of a degree of therapy necessary to cure have one thing in common which can only be desig- 
less fortunate persons. As it is impossible to tell | nated “‘adequacy,”’ but which has been a difficult 
into which category a patient will fall, the fact | thing to measure. It is impossible to compare different 
must be accepted that in order to cure all patients, a methods occupying different times and using different 
certain proportion must inevitably receive treatment | drugs unless there can be found some “ yard-stick ” 
after all the treponemas have been destroyed. It | which can be applied to all. By utilising the chemo- 
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therapeutic indices of the agents, and from these, 
allotting to each drug a therapeutic unit value, a 
formula has been found which takes into account 
the variable and vital time-element, and enables one 
to arrive at an index figure representing the quality 
or efficiency of the therapy. By this means the 
efficiency indices of a large number of different courses 
as used in Great Britain, Europe, and the United 
States, have been worked out ; and this fact emerges : 
that wherever a cure-rate of 100 per cent. is obtained, 
the efficiency index is 70 or over. For example, 
that at St. Thomas’s Hospital in London is 81; that 
quoted by Hazen, based upon the methods at the 
Johns Hopkins and Mayo Clinics, and set out as the 
‘ideal’ course, gives an index of 90. I therefore 
say, without any hesitation, that—to take again the 
case of sero-negative primary syphilis—the minimum 
duration of treatment must not be less than 24 weeks, 
and during that time sufficient therapy must be given 
so that the efficiency index does not fall below 70. 
Anything below that is inadequate in so far as 
100 per cent. of cures is concerned; adequacy is 
represented by 70 or over. 

Dr. Browdy asks: “Is it not preferable to have a 
working basis of treatment and to treat individuals 
as necessity demands?” It is not merely preferable ; 
it is essential. Necessity demands that every individual 
must be treated upon the assumption that the infection 
is severe, and that he is a person with low resistance 
and a poor therapeutic response. The therapy applic- 
able to that condition is that which has at least 70 
points of efficiency. Such is the only sure working 
basis of treatment. It is easily put to the test; and 
if it were in any way found wanting, there would be 
no undue delay in hearing about it. 

I am, Sir, yours faithfully, 


E. TyYTLeR BuRKE. 
City of Salford Municipal Clinic, Sept. 10th, 1932. 





PATHOGENESIS OF CAVITIES IN THE LUNGS 
To the Editor of Tue LANCET 


Sir,—The interesting article by Dr. J. Sowerbutts 
in your issue of Sept. 17th (p. 623), describing an 
annular shadow which caused “bulging” of a 
collapsed lung, has again raised several controversial 
points concerning the pathogenesis of pulmonary 
cavities. Dr. Sowerbutts inclines to the theory put 
forward by W. Mitchell, who looks on these rings 
as air cysts following perforation of a bronchus 
and the escape of air into the interstitial tissue of the 
lung. This theory is satisfactory in so far as it 
explains the relatively sudden occurrence and dis- 
appearance of these definitely intrapulmonary 
shadows ; but is it not a little far-fetched to assume 
that air passes through the bronchial wall, giving 
rise to a single bubble or cyst instead of an interstitial 
emphysema ? 

It seems more probable that these thin-walled 
cavities arise in the alveolar tissue in a similar manner 
to emphysematous bull#. One of the fundamental 
facts of pulmonary physiology is the relative difficulty 
of expiration as compared with inspiration. Not 
only is the lumen of the bronchus smaller during 
expiration, but the presence of any partial obstruction 
such as tenacious secretion or thickened mucous 
membrane tends to produce a valvular action. During 
the deep inspiration following a cough air will be 
sucked through a partially obstructed bronchus 
and will have difficulty in returning during the 
expiratory phase. Should the alveolar walls in any 
region be weakened by disease it is easy to see how 





an air cyst could arise in the parenchymatous tissue 
of the lung. 

Vere Pearson has observed ' that when a pneumo- 
thorax needle was introduced into a large cavity 
@ positive pressure was found ; this recurred after it 
had been reduced by aspiration of air as soon as the 
patient took a few deep breaths. Pearson’s observa- 
tion points to the presence of a valvular mechanism 
even with a large chronic cavity ; this might result 
from partial obstruction of a bronchus, or even from 
the presence in the cavity of fluid too thick to pass 
through a bronchus although still allowing bubbles 
of air to be sucked through it during forced inspiration. 

The fact that many cavities, particularly when 
rapidly formed, are round in outline, also suggests 
the presence of air under pressure, and I submit 
that in their pathogenesis the most important factor 
is some valvular action in the smaller bronchial 
tubes which, by interfering with the escape of air 
from the damaged alveoli, causes the lung to pump 
itself up and thus produce cavities. Removal of the 
obstruction would explain the occasional rapid 
disappearance of the annular shadow. 

I am, Sir, yours faithfully, 


ANDREW MOORLAND. 
Mundesley Sanatorium, Sept. 18th, 1932. 





LONGEVITY OF ANTHRAX SPORES 
To the Editor of Tue Lancet 


Srr,—In the course of my work I have found an 
interesting fact regarding the length of life of the 
anthrax bacillus. Having noted that old dried-up 
cultures of anthrax spores still survived after having 
been stored in glass jars for just over two years, I 
kept agar cultures for longer periods, the oldest of 
which was made in January, 1914. To these old 
cultures, which resembled a small streak of horn- 
like substance, some sterile broth was introduced, 
and they were incubated at 37° C. for two days. All 
the tubes then exhibited the typical appearance. 
The growth in the oldest one was subcultured and 
examined microscopically ; it showed a pure culture 
of B. anthracis. Thus the spores had survived after 
having been stored away for eighteen and a half years. 

I am, Sir, yours faithfully, 
W. H. LaunpDeEr, 


Bacteriologist to Jeyes Sanitary 


Sept. 17th, 1932. mpounds Co. 





SAFE MILK 
To the Editor of THe Lancer 


Sir,—The matter of safe milk is important pro- 
fessionally as well as intrinsically; doctors are 
continually asked for practical advice. But with 
such conflicting guide-posts as the following what 
course can we steer ? 

(1) A et oe in your issue of Sept. 10th (p. 581) 
states: ‘‘ We know that 6-4 per cent. of the mixed milks 
of this country contain living tubercle bacilli.” 

(2) Dr. Roodhouse Gloyne recently published investiga- 
tions in Tubercle which showed that 10-2 per cent. of samples 
of Grade A milk, and 3-8 per cent. of samples of Grade A 
(T.T.) milk were contaminated with tubercle bacilli. 

(3) The Manchester city council found 2-2 per cent. of 


pasteurised milk samples were positive to tubercle bacilli. 
( Medical Officer, 1932.) 


In the light of these statements from responsible 


sources it would appear: (a) there is no absolute 
safety anywhere ; (6) ordinary mixed milk comes out 
better than Grade A; (ec) the more expensive type— 
Grade A (T.T.)—appears as rather less safe than 
pasteurised. We are thus led up to the position 
Paarl Bs ' Brit. Med. Jour., 1930, i., 381. va ide 
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taken by the Ministry of Health that both the Grade A 
(T.T.) ritual, and also pasteurisation, are desirable if 
security is really sought. 

The “drink more milk” campaigners will come 
off badly if all this is realised. Already the medical 
officer of health for Lewes, writing in the Times 
(Sept. 15th), is suggesting that the proportion of 
samples in which tubercle bacilli are found “ raises 
the question whether the provision of Grade A (T.T.) 
milk to school-children, as adopted by many of our 
education committees, is altogether free from risk.” 

I am, Sir, yours faithfully, 
EstTHER CARLING. 

Berks and Bucks Joint Sanatorium, Sept. 16th, 1932. 





ANAPHYLAXIS FROM BEE STINGS 
To the Editor of THE LANCET 


Sitr,—In those stung by bees severe symptoms are 
not uncommon. They may include faintness, pallor 


and cyanosis, diarrhea, urticaria, unconciousness and, 
exceptionally, death within a few minutes, yet text- 
books seem to be completely silent on the subject. 
I recently had a case of a labourer, aged 69 years, who 
died five minutes after being stung by a bee on the 
back of the neck. A week previously he had been 
stung on the top of the head without any ill-effects ; 
but four years before he had been unconscious for 
|some hours and unable to work for three weeks 
| following a sting (location unknown). Is this idiosyn- 
| erasy a form of protein shock, or does it depend, as 
| Dr. Ryle has suggested,’ upon the entry of the poison 
| into a superficial vein? I am told that the bee has 
a acid and alkali poison glands; are they both 
| 
| 





used, and why, and when ? 
I am, Sir, yours faithfully, 
NEVILLE M. GoopMan, M.B. 
Lymington, Hants, Sept. 19th, 1932. 


* THe LANCET, 1932, i., 642. 
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University of Birmingham: Faculty of Medicine 
On Tuesday, Oct. 4th, the distribution of medals and prizes 

will take place in the medical lecture theatre, and an address 

to students will be given by Prof. J. T. J. Morrison, F.R.C.S. 


Harveian Society of London 

The programme of the first half of the session has now 
been issued. On Nov. 13th Sir Harold Gillies will give a 
lantern and cinematograph demonstration of plastic surgery 
at the Hammersmith Hospital, Ducane-road. On Nov. 9th 
Prof. Grey Turner will give a surgical lecture, under the 
title Nil Desperandum, at Paddington Town Hall, and at 
the same place on Dec. 8th Dr. Macdonald Critchley will 
open a discussion on Migraine. 


Institute of Hygiene 


A series of lectures will be delivered in the Lecture Hall | 


on | 
ednesdays, Sept. 28th to Dec. 14th, at 3.30 p.m. Prof. | 


of the Institute, 28, Portland-place, London, W.1, 
Samson Wright will give the first lecture on Sept. 28th, 
on Diet and Dietetics, Dr. J. Browning Alexander presiding. 
Subsequent lectures in October will be: Some Everyday 
Aspects of Goitre, by Mr. A. E. Mortimer Woolf; the 
Prevention of Rheumatism in Industry, by Dr. W. S. C. 
Copeman; Obesity and Slimming—their Cause and Effect, 
by Dr. Gerald Slot; and the Hygiene of the Ear, Nose, 
and Throat, by Mr. C. Hamblen Thomas. The lectures are 
free to men and women interested in health problems. 


Public Health Congress, 1932 
This congress, of which Sir Hilton Young is the president, 
will be held at the Royal Agricultural Hall, London, through- 


out the week commencing Nov. 14th. On Nov. 18th, at a | 


meeting under the auspices of the British Hospitals Associa- 
tion, a discussion on the Report of THE LANCET Commission 
on Nursing will be opened by the Editor of THE LANCET, 
Sir Arthur Stanley presiding. The provisional programme 
includes also the following : +e on Housing and Slum 
Clearance, by Dr. C. Killick Millard ; a discussion on the 
Scope, Uses, and Abuses of Infant Welfare Centres; a 

per on Smoke Abatement and Public Health, by Dr. 
Ei. A. des Voeux, and one on Fumes Emission from Road 
Vehicles, by Dr. J. S. Owens; papers on Occupational 
Therapy in Mental Hospitals and Industries in Mental 


Deficiency Colonies, respectively by Colonel C. F. de Salis | 


and Captain C. W. Mayer, Mr. L. G. Brock presiding ; 
a communication on the Economic Value of Physical 
Treatment, by Dr. J. B. Mennell ; 
Contribution of Hospitals to Preventive Medicine, to be 
opened by Mr. C. E. A. Bedwell, Sir Arthur Newsholme 
residing ; a discussion on the Position of the Poor-law 
nstitution in Relation to National Life, to be opened by 
Mr. C. A. W. Roberts ; and one on the Correct Use of Heat 
Rays for Producing Comfort in Living Rooms, to be opened 
by Sir Leonard Hill, Sir Francis Goodenough presiding. 


Sir StClair Thomson has been granted His Majesty’s 
Royal licence and authority to wear the Cross of Commander 
of the Legion of Honour, which has been conferred upon 
him by the President of the French Republic, in recognition 
of valuable services rendered by him. 


Dr. V.S. Hodson has been elected master of the 
Mercers’ Company. 


a discussion on the | 


{ 


Manor House Industrial Hospital 


This hospital has purchased Ivy House, North End-road, 
Golders Green, formerly the residence of the late Madame 
Pavlova, for use as a women’s department. 


Instruction in Hospital Administration 


Two 3-months’ courses of lectures and demonstrations 
on clinical practice and hospital administration will be 
| given on Mondays and Wednesdays at 9.30 a.m. and alternate 
Saturdays, beginning on Monday, Oct. 3rd, respectively 
| at the North-Western Hospital, Lawn-road, Hampstead, 
N.W.3, by Dr. A. Joe, and at the Brook Hospital, Shooter’s 
| Hill, Woolwich, S.E.18, by Dr. J. B. Byles. The courses are 
| available for candidates for the diplomas in public health. 
| Further particulars may be obtained from the Medical 
Officer of Health, London County Council, Public Health 
Department (Special Hospitals), the County Hall, S.E.1. 


National Council for Mental Hygiene 


A series of lecture-discussions on Mental Hygiene in 
Everyday Life will be delivered at the house of the Medical 
Society of London, 11, Chandos-street, Cavendish-square, 
London, W., on Wednesdays, at 5.30 p.m., during October 
and November. The programme is as follows :—Oct. 12th : 
The Inferiority Complex, by Dr. Henry Yellowlees; 19th : 
Guilt, by Dr. Mary R. Barkas; 26th: Rationalisation, by 

| Dr. William Brown; Nov. 9th: Conflict and Character, 
| by Dr. E. Graham Howe; 16th: Day Dreams, by Dr. 
Isabel G. H. Wilson; 30th: Envy, Hatred, and Malice, 
by Dr. R. G. Gordon. 
Under the joint auspices of the Council and the British 
Social Hygiene Councila series of four lectures, illustrated by 
films, on Sex Education and the Child will be held at the 
May Fair Hotel, Berkeley-street, W.1, on consecutive 
Tuesdays at 11.15 a.m., beginning on Tuesday, Oct. 11th. 
The lecturers will be Mr. D. Ward Cutler, Miss Muriel 
as. M.Sc., Dr. Elizabeth Sloan Chesser, and Dr. William 
rown. 


Royal Institute of Public Health 


| The Harben lectures will be delivered in the lecture hall 
| of the Institute at 23, Queen-square, London, W.C. 1, by 
| Dr. Max Neisser, professor of bacteriology and hygiene 
| at the University of Frankfurt, on Some New Investigations ° 
| Regarding Old Bacteriological Problems, on Oct. 10th, 
llth, and 12th, at 4 p.m. The first lecture will be on 
Constancy, Variation, and Transformation of Bacteria, 
| the second on Tubercle-like Acid-fast Bacilli, and the third 
| on the Bactericidal Effects of Silver. A course of eight 
| lectures on Preventive Medicine: The Maintenance of 
| Health and the Avoidance of Disease, will be delivered 
| at the same place at 4 P.M. on Wednesdays, starting on 
| Oct. 19th, when Sir Ernest Graham-Little will speak on 
| Preventive Medicine and the Education of Public Opinion, 
| Sir Basil Blackett presiding. A course of six lecture-discus- 

sions on Mental fectiveness as a Medico-Sociological 
| Problem will be held at the Institute at 4 p.m. on Thursdays, 
beginning on Oct. 27th. The first subject will be Mental 
| Defectiveness ; Medical and Social Considerations, which 
| will be considered by Prof. R. J. A. Berry, with Mr. C. J. 
| Bond in the chair. 

All these lectures and discussions are free. 
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SIR CHARTERS SYMONDS, K.B.E., 
M.D. Lond., F.R.C.S. Eng., LL.D. 

Sir Charters Symonds, consulting surgeon to 
Guy’s Hospital, died at Mount Park, Harrow, on 
Sept. 14th, aged 80 years. His death removes a 
notable surgeon and teacher, whose life and example 
have left their mark on his time. 

Charters James Symonds was born at Dalhousie, 
New Brunswick, in 1852. He came to London when 
he was 17 years old, and after passing the matriculation 
of London University entered Guy’s Hospital, taking 
his M.R.C.S. in 1875. He won the Treasurer’s gold 
medal in clinical surgery, and held consecutively the 
appointments of obstetric resident, house surgeon, 
and house physician. From 1876-79 he was a demon- 
strator of anatomy, and in the latter year he was 
appointed surgical registrar, having in the meantime 
obtained the M.B., B.S. Lond., with gold medals 
in surgery, obstetrics, and forensic medicine, and 
first-class honours in medicine, and the M.D. a year 
later. In 1880 
he obtained 
the M.S. Lond. 
and in 1881 
the F.R.C.S. 
Eng. While 
acting as 
registrar he 
utilised the 
oO p portunities 
of acquiring 
a wide and 
accurate know- 
ledge of 
surgical 
pathology. He 
was appointed 
assistant 
surgeon to 
Guy’s in 1882, 
and was placed 
in charge of 
the throat 
department, 
an appoint- 
ment which he 
held for 20 
years, until 
he was made 


SIR CHARTERS SYMONDS 


[Photograph by Vandyk 


full surgeon in March, 1902. From 1882-88 he was | 


on the staff of the Evelina Hospital. In 1912, on 
retiring at the age limit from the active staff of Guy’s, 
he was appointed consulting surgeon to the hospital. 
He held office in many medical societies, and was 
at different times president of the Hunterian Society, 
the Laryngological Society, the Medical Society of 
London, and the clinical and proctological sections 
of the Royal Society of Medicine. He was Lettsomian 
Lecturer in 1910, Bradshaw Lecturer in 1916, and 
Hunterian Orator in 1921. He was a member of the 
council of the Royal College of Surgeons from 1907-23, 
and vice-president in 1916. For some years before 
the war Symonds was a member of the Territorial 
Force, and in August, 1914, he was called up for 
military service ; in 1915 he went as consulting surgeon 
to Malta, and in 1916 to Salonika, where he remained 
until he returned to England to serve in a similar 
capacity at Netley and in the Southern Command. 
In 1919 he was made K.B.E., having previously been 


given the C.B. and mentioned in despatches. In 
1929 he received the hon. LL.D. of New Brunswick 
University. 

Symonds started his surgical career at a time 
when the introduction of Listerian methods had just 
presented surgeons with great opportunities, and no 
one was better fitted than he for the pioneer work 
that had to be done. His sound knowledge of 
pathology, his power of accurate clinical observation, 
and his habit of scientific note-taking enabled him 
to see where progress could safely be made, and to 
avoid the mistakes that can so easily occur when 
enthusiasm outruns judgment. He had great courage, 
and would undertake any operation which his judg- 
ment led him to believe was in the best interests 
of the patient, but he never allowed his courage to 
lead him into recklessness. He was the first surgeon 
to do an “interval operation ’’ for appendicitis ; 
the patient, who was under the care of Dr. Mahomed, 
had had two acute attacks of appendicitis, and 
Symonds removed the appendix after the second 
attack had subsided. As a teacher of clinical 
surgery, he was unsurpassed, for he combined with 
great technical skill and sound clinical judgment 
the ability to state clearly the reasons upon which 
his decisions were based, and he kindled in his 
students an enthusiasm which he knew how to keep 
alive. One of them writes: “It was not only his 
own dressers and house surgeons that benefited by 
his teaching. His ‘Monday round’ at Guy’s was for 
many years a famous institution, and attended by a 
large crowd, many of them post-graduates working 
for higher examinations. To all with whom he came 
in contact he showed a kindness and a courtesy that 
made him beloved by patients, students, and 
colleagues. He could always understand the diffi- 
culties of a beginner, and hundreds of his pupils 
remember with gratitude his patience and _ his 
encouragement.” 

After the close of the war Symonds continued to 
devote himself to the cause of humanity, and was 
president of the Invalid Children’s Aid Association 
and treasurer of the Royal Medical Benevolent Fund. 
This fund lay very near his heart. He had long been a 
liberal subscriber before he joined the committee of 
management in 1908. After the death of Samuel 
West he was appointed hon. treasurer in 1917, and 
during an interregnum in 1927 he performed the 
duties of secretary for three months. He visited the 
office daily, and often spent many hours in making 
himself acquainted with the circumstances of indi- 
vidual applicants. In 1912 Symonds started paying 
fortnightly visits to Lambeth Hospital, where he 
continued to use his great gifts as a clinical teacher. 
These visits were interrupted by the war, but in 1920 
they were resumed and continued regularly till 
within a few months of his death, long after he was 
aware of the mortal disease from which he was 
suffering. To the end he retained his wonderful 
memory of detail, and took the greatest interest in 
every advance that was made in surgery. It was 
characteristic of him that he bore his last illness with 
patience, and watched the progress of his disease 
with detachment. 

In 1889 Sir Charters Symonds married Fanny 
Marie, daughter of Lieutenant-General David Shaw, 
of the Madras Army ; she died in August, 1930. He 
leaves two sons, of whom the elder is physician in 
charge of the department for nervous diseases at Guy’s 
Hospital. 
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T. H. C. STEVENSON, C.B.E., M.D. Lond., D.P.H. 


Thomas Henry Craig Stevenson was born at 
Strabane, Co. Tyrone, in 1870, and educated at 
University College, London. He graduated as M.B. 
Lond. in 1896, later going on to the M.D. in State 
medicine and the D.P.H.Camb. He married, in 
1900, Ella Louise, daughter of Mr. Samuel Sillifant, 
and left one son and one daughter. He served 
from 1905 to 1908 as assistant educational medical 

officer to the 

London 

County 

Council, and 
then for a short 
period as 
school medical 
officer in 
Somerset. In 
1909 he was 
appointed 
superintendent 
of statistics in 
the General 
Register 
Office ; and in 
that capacity, 
or under the 
substituted 
title of medical 
statistical 
officer which 
was introduced 
upon the aug- 
mentation 
of the profes- 
sional staff of 
the depart- 
ment to 
cope with the 
expansion of 
its statistical functions, he served until his retire- 
ment in 1931 as a result of a breakdown in health. 
During the war he was a member of the reserved 
occupation and enemy personnel committees; and 
for these and other war services performed in the 
General Register Office he was created C.B.E. in 
1918. He was a Fellow of University College, 
London ; Fellow, Guy (gold) medallist, and formerly 
hon. secretary of the Royal Statistical Society, 
honorary member of the American Statistical Society, 
and Jenner medallist of the Royal Society of Medicine. 
Quite recently he was awarded the Bisset Hawkins 
gold medal by the Royal College of Physicians. 

But this bare chronicle of services and distinctions 
affords no indication of the real value of the work 
which Stevenson performed during his official career 
at the General Register Office. This must be 
measured, not only by the individual value of his 
many brilliant pieces of research, but by the less 
visible merit of his steady contribution to the main- 
tenance and enhancement of those high standards 
of scientific sincerity and thoroughness stamped 
by Farr upon the work of the department. These 
services and the pre-eminent position which British 
vital statistics owe to them have already been 
described in terms which cannot be bettered. The 
occasion of Stevenson’s retirement, hardly more 
than a year ago, was signalised by a letter of apprecia- 
tion of his public work signed by six leaders of medical 
and statistical science. An independently framed 
appraisal of Stevenson’s work could only echo less 
adequately and authoritatively the following extract : 


DR. STEVENSON 


[Photograph by Elliott & Fry 





“Of Dr. Stevenson’s contributions to the scientific 
journals we shall say nothing, except that these would 
have sufficed to secure a permanent place for him in the 
history of statistical science. The searching and illuminating 
discussions of the problems of vital statistics which he has 
contributed to the Census reports and to the annual 
and decennial reports of the Registrar-General have 
formed noteworthy landmarks in the study of our national 
records. Dr. Stevenson’s remarkable analysis of the data 
of the census of fertility taken in 1911 was a tour de force, 
while the essays contributed by him to the annual reports 
of the Registrar-General ae & a wider appeal and, in 
our judgment, place Stevenson second only to William Farr 
among those public servants who have secured for England 
her proud position in the realm of official vital statistics. 
His studies of the factors of infant mortality, of the local 
distribution and evolution in time of mortality from tuber- 
culosis and of the interpretation of the statistics of cancer 
mortality, especially in relation to its local incidence in 
the human body, are further examples of immensely import- 
ant medical research. Dr. Stevenson first demonstrated, 
upon adequate data, the contrasting rates of mortality 
of single and married women from cancer of the breast 
and reproductive organs ; this and his more recent studies 
of the variation of cancer mortality with social status 
constitute probably the most important statistical con- 
tributions yet made to our knowledge of malignant disease.” 


It is a melancholy reflection that this testimony. 
vouchsafed to the living man in grateful acknowledg- 
ment of a life work not then concluded, should so 
soon be invoked to serve as his funeral oration. 

Mr. 8. P. Vivian, Registrar-General, writes : 
“Stevenson possessed to a marked extent that 
curiosity which he himself insisted upon, when 
discussing after his retirement the qualities which 
he would like to see in his successor, as the most 
important element in the make-up of a successful 
researcher. He would ‘ browse’ (the term acquired 
almost official currency as describing a recognised 
province of his official functions) upon the raw 
returns of the year’s figures, observing, perhaps, 
some previously unnoticed movement which aroused 
his interest. Supplementary tabulations would be 
obtained, testing whether significance could be 
attached to the phenomenon; and if the result 
was positive, the hunt was up. In this way his 
holding office in a factory of statistics stood his 
research work in good stead; he had the earliest 
results under observation and could shape their 
tabular presentation with a view to their elucidating 
the special problems which engaged his attention at 
the time. It followed from his methods that, as 
he often confessed, he had nof the slightest idea, 
before beginning to examine the year’s figures, what 
subject he would select for special study in those 
sections of commentary for which he was responsible 
in the department’s annual statistical review. He 
found it impossible, moreover, having noted a 
promising subject for examination, to put it into 
cold storage for resumption later; if the scent was 
hot, he had no choice but to follow it. The curiously 
easy style of his written work, making smooth the 
rough place of a complicated statistical exposition, 
was in marked contrast to his slow and halting habit 
of speech and apparent unreadiness in debate.” 

Some time may pass before Stevenson’s work 
will be seen in its true perspective and with a full 
appreciation of its value to science and to the public 
welfare; his stature, like Farr’s, cannot fail to 
increase with the lapse of years. 


SIR HENRY SIMSON, K.C.V.O., 
F.R.C.S. Edin., F.R.C.P. Lond., F.C.O.G. 
THE sudden and tragic death of Sir Henry Simson 
has come as a shock to most of his friends and 
patients, though those with whom he was intimately 
associated had been concerned about his health for 
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some time; although he was obviously not well he 
carried on uncomplainingly, and continued in full 
and active work until the end. 

Henry John Forbes Simson was born in 1872 
in India, being the son of Robert Simson, of the 
Bengal Civil Service, and Amy Inglis. He was 
educated at Edinburgh, passing from the Collegiate 
School to the 
University, 
where he 
graduated 
M.B., C.M., in 
1895. He held 
resident posts 
at the Royal 
Infirmary, the 
Royal Hos- 
pital for Sick 
Children, the 
Royal Mater- 
nity Hospital, 
and the City 
Fever Hos- 
pital, and 
then travelled 
abroad for a 
year, spending 
much of the 
time in Egypt, 
before settling 
in London in 
1900. The 
year before he 
had become 
F.R.C.S. Edin., 
and in 1901 he took the M.R.C.P. Lond., being elected 
F.R.C.P. in 1926. Simson’s bent for obstetrics 
and gynecology dated from his early days in 
Edinburgh, and was stimulated by the influence of 
Sir Halliday Croom, with whom he was at that time 
closely associated. In London he soon made a place 
for himself among those who practised his specialty, 
and for over 30 years had devoted himself to its 
development. His chief hospital posts were those of sur- 
geon to the Hospital for Women, Soho-square—from 
the active staff of which he resigned three years ago, 
when he was appointed consulting surgeon—and of 
obstetric surgeon to the West London Hospital, which 
hospital he served also as dean of the post-graduate 
college. His aim was to provide adequate lectures, 
demonstrations, and practical classes for practitioners 
who sought revision courses in London, and he worked 
hard to this end. In connexion with both hospital 
and college matters Simson’s opinion and advice were 
eagerly sought and generally acted upon, for his 
wisdom and good judgment were manifest in com- 
mittee work. During the war Simson was consulting 
obstetrician to the Maternity Hospital for Officers’ 
Wives, at 12, Princes-gate. He acted as examiner 
in obstetrics and gynxcology to the Conjoint 
Board and to the University of Leeds, and was one of 
the first Fellows elected to the College of Obstetricians 
and Gynecologists, in the foundation of which he had 
played an active part. His professional association 
with the births of the children of the Princess Royal 
and of the Duchess of York gives him a claim on the 
gratitude of the nation; he was created K.C.V.O. 
in 1925. He married in 1908 the famous actress, 
Lena Margaret Ashwell. 

Simson was a clear and accurate thinker and 
was such a good listener that it was always a pleasure 
to talk to him. His activities were many ; he was a 
man of great industry and yet did everything without 


SIR HENRY SIMSON 
(Photograph by Bassano, lid 





fuss. His outstanding personal qualities were kindli- 
ness and sense of humour ; he endeared himself to all 
who knew him. Simson made many friends and never 
lost any, perhaps because he never said anything 
to any man’s detriment; it was foreign to his 
nature to think evil of anyone. When at school in 
Edinburgh he was distinguished as a three-quarter ; 
he retained his interest in Rugby football and 
was often to be seen at Twickenham. He was a keen 
golfer, hitting a clean, long, straight ball with a 
‘follow through’; it has been said of him that his 
golf was typical of his conduct through life.” 

One who was associated with Sir Henry Simson 
for many years in hospital, and assisted him in his 
private work for over ten years, writes: ‘‘ His charm 
of manner combined with great skill in obstetrics 
perhaps explains the extraordinary success of one 
who did not come to London until he was 28. 
What impressed me most in Simson as a colleague 
was his equable temperament. I saw him under 
every possible condition—he was as calm and 
collected under the most trying circumstances 
as when things were easy and straightforward. He 
never betrayed his feelings, although he was greatly 
troubled when a confinement or operation was not 
going well. His energy was amazing—only a man of 
magnificient physique could have worked as he did. 
After being up all night he would return home, 
take a hot bath, have breakfast, and start off again 
on a full day’s work. His devotion to his work 
undoubtedly shortened his life. He was obliged to 
give up his ward at the Soho Hospital after a 
severe illness three years ago, but at the West London 
Hospital he never missed his ward visit or operating 
day if he could possibly help it. Simson’s generosity 
was wonderful; he was always ready to help 
colleagues, friends, or patients, and he gave freely 
his professional services or his wise advice whenever 
these were called for.” 


IAN MACDONALD, M.D. Edin. and Paris 
Dr. Ian Macdonald, whose death in London on 
Sept. 14th was briefly recorded last week, was born 


in Ballachulish, Argyllshire, where his father, a Free 
Church minister, 


died young, 
leaving a widow 
and two sons. 
There were no 
luxuries in his 
boyhood. Educa- 
ted at the Royal 
High School, 
Edinburgh, he 
worked hard and 
played hard, 
becoming captain 
of the first XI. 
and XV. After 
graduating in 
medicine at Edin- 
burgh in 1895 he 
went to the 
British Hertford 
Hospital in Paris 
as a resident 
medical _ officer 
learning there 
the principles of aseptic surgery and abdominal 
technique. As resident at the West Ham Hos- 
pital he saw many cases of burns, and wrote his 
thesis on picric acid treatment for the M.D. Edin. 
His next post was assistant medical officer at the Rio 
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Tinto Mines, where malaria was then endemic. 
Laveran had found “bodies” in the red blood 
corpuscles, and the mosquito had been suggested as 

“carrier.” Macdonald had worked under Laveran, 
and, two months before Ross’s great discovery, he 
had sent mosquitoes, fed on malarial blood, from 
Rio Tinto to Paris—but they died en route. On 
leaving Rio he joined his uncle, the late W. A. 
Mackay, at the British Clinic, Huelva, Spain, where 
he developed abdominal surgery to such effect that 
one of the main streets in that town is now named 
“Calle Macdonald.” His contributions to surgical 
literature are to be found in the medical journals of 
England, Spain, and France; one of these recorded 
the results of 205 cases "of gastro-enterostomy, 
another dealt with the prevalence of chronic gastric 
disease in Spain. 

Of the man himself, Dr. Halliday Sutherland, his 
cousin, writes: ‘“‘ Seriousness was the main trait of 
his character. Everything he did, in work or recrea- 
tion, he tried to do well. He was a first-rate angler 
and a fair shot. In tennis, golf, and cricket he studied 
the technique of the game. During holidays he 
watched the technique of other surgeons in France, 
England, and America. As he once remarked, 
‘They don’t put everything in their books and 
articles.’ He was modest, and with strangers had a 
grave and formal manner, but with intimate friends 
he showed a keen appreciation of humour. Over his 


cases he took great care in diagnosis and treatment ; 


he was neither a bold nor a cautious surgeon, but 
operated with assurance, skill, and an eye which 
never overlooked the smallest detail in technique. 
His average time for a posterior gastro-enterostomy 
was 20 minutes, but he never hurried. He never 
wrote about a case until he had first read the litera- 
ture. In conversation he was a good listener, but 
his critical faculty was always alert, and he had a 
keen appreciation of French, Spanish, and English 
prose. His stability and strength of character was 
best known to his relatives, who in times of sickness 
relied implicitly on his judgment.” 

In 1916 Dr. Macdonald married Elizabeth, second 
daughter of the late Peter Henderson, of Huntly, 
Aberdeenshire, who survives him. 





THE SERVICES 





ROYAL ARMY MEDICAL CORPS 
Maj. D. T. Richardson, Asst. Prof. R.A. Med. Col., 
relinquishes his appt. 
Maj. J. H. M. Frobisher retires on retd. pay. 
Lts. (on prob.) R. Johnston and G. A. Kane are restored 
to the establishment. 
Lt. E. Hicks resigns his commn. 


INDIAN MEDICAL SERVICE 
Lt. (on prob.) K. Jilani to be Capt. (prov.) (on prob.). 
Col. L. P. Brassey retires, on account of ill-health. 


ROYAL AIR FORCE 


The undermentioned have been granted short service 
commissions as Flying Officers for three years on the active 
list: R. K. Muir, G. A. M. Knight, J. F. Ziegler, and F. H. 
Peterson. 

DEATHS IN THE SERVICES 


Lieut.-Colonel SANDFORD MooRE, who died on 
August 27th at Shankill, Co. Dublin, in his ninetieth 
year, was born at Forbes, Co. Longford, in 1843. In 
1886 he graduated M.B. at Trinity College, Dublin, 
and as resident at Sir Patrick Dun’s Hospital success- 
fully nursed his colleague, S. M. Salaman, through an 
attack of typhus. This was the year in which cholera 


broke out in Dublin, and both residents offered to 
resign military commissions to remain on duty in the 
hospital. In the Franco-Prussian war of 1870-71 
Moore served with the English Ambulance, receiving 
for his services both the Prussian war medal and the 
French bronze cross. He took part in the Ashanti 
war of 1873-74, and was resent at Essaman. His 
experience in France led him to take an energetic 
interest in the treatment of the sick and wounded 
in war ; he served on the central executive committee 
of the St. John Ambulance Association, and from 
1882-86 was assistant professor of hygiene at Netley 
under F. S. De Chaumont. He also studied law and 
was called to the Bar. In 1887, being threatened with 
blindness, he retired with the rank of brigade- 
surgeon, being gazetted lieut.-colonel ten years later. 


Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &e. 


CHARING CROSS HOSPITAL ty eye COURSE. 

SATURDAY, Oct. Ist.—10 a.M., . Banister : Uterin~ 
Inertia. 11 A.M. -» Mr. E. ott, Some Practica’ 
Points in the Treatment of ARectal Diseases. 12 A.M. 

: The Symptomatology and 

nic Prostatic isease. 2 P.M., 

Mr, A. C. Macleod : Modern Methods of Treatment of 

Oral and Some Other Types of Squamous-cell Cancer 

with a Short Review of Late End-results. 3 P.M., 

Dr. Gordon Holmes: The Differential Diagnosis and 

Treatment of Sphincter Disturbance. 4 P.M., Dr. 

C. K. J. Hamilton : Common Disorders of the U rinary 
Tract in Infancy and Childhood. 

ScuNDAY.—10 a.M., Dr. F. H. Young : Pulmonary Suppura- 
tion. 11 A.M. Mr. W. H. McMullen : The Treatment 
of Some Common Ophthalmic Diseases in General 
Practice. 12 a.m., Mr. N. C. Lake: The Surgery of 
the Sympathetic Nervous System. 2 P.m., Dr. W. J. 
Adie : Neurological Lesions of Sudden Onset. 3 P.M., 
Dr. E. C. Warner: The Differential Diagnosis of the 
Principal Causes of Jaundice. 4 P.M., Dr. K. Shirley 
Smith: The Treatment of Heart Failure. (This 
course is open only to graduates and students of the 
school.) 

KING’S COLLEGE HOSPITAL POST-GRADUATE COURSE. 

SATURDAY, Oct. Ist.—2 P.M., Mr. Yates Bell: The Treat- 
ment of Coli Bacilluria and Pyelitis. 2.30 pP.m., Dr. 
J. L. Livingstone: Asthma and Desensitisation. 
3.15 P.M., Mr. W. Gilliatt: A Few Practical Points 
in Gyneecological Cases. 3.45 P.m., Mr. Cecil Wakeley 
and Mr. H. L. C. Wood: Injection Treatment of 
Varicose Veins. 5 P.M., Dr. Douglas Firth : Felton’s 
AntipneumococcalSerum. 3P.M., Mr. John Everidge : 

lectro-coagulation Treatment of Enlarged Prostate. 
(This course is free to medical practitioners.) 


MIDDLESEX HOSPITAL POST-GRADUATE COURSE. 

FRIDAY, Sept. 30th.—2 P.m., Mr. A. E. Webb-Johnson : 
Operations. 

SATURDAY, Oct. Ist.—10.15 a.mM.. Discussion introduced by 
Mr. F. Roaues: Drugsof Valuein Obstetric Practice, 
including Anesthetics. 11.30 a.m.. Dr. Izod Bennett : 
Late Rickets and Chronic Diarrhecea. 2 p.M.. Mr. R. 
Vaughan Hudson: Demonstration of Surgical Patients. 


ST. MARY’S HOSPITAL POST-GRADUATE COURSE. 

FRIDAY. Sent. 30th.—10.15 a.m., Mr. A. Dickson Wright : 
Phlebitis. 11 a.m., Mr. Aleck W. Bourne : Backache 
in Women. 12 a.m., Sir William Willcox: The 
Systemic Effects, Diagnosis, and Treatment of Chronic 
Affections of the Appendix and Gall-bladder. 2.15 P.m., 
Mr. Leslie Williams: Anesthesia and Analgesia in 
Obstetrics. 3.15 P.mM., Dr. T. C. Hunt : Some Recent 
Methods of Treatment. 

SATURDAY. Oct. Ist. —10.154.M., Mr. Herbert Tilley : 
lent Nasal Discharges : 








Puru- 
their Diagnosis and Treatment, 
with lantern demonstrations. 11 Dr. Robert 
Hutchison: Pink Disease. 12 A.M., Dr. Reginald 
Miller : School Problems in Private Practice. 2.15 P.M., 
Dr. S. Vere Pearson: Modern Developments in Sana- 
torium Treatment. 3.15 P.M., Mr. T. G. Stevens: 
Causation and Treatment of Maternal Injuries in 
Childbirth. 
SunDAY.—10.15 a.M., Mr. R. M. Handfield-Jones : Prostatic 
Problems. 11 a.M., Dr. C. M. Wilson : Treatment of 
B. coli Infections by a Ketogenic Diet. 12 A.M., 
Mr. V. Zachary Cope: Some Controversial Points 
about Appendicitis. (This course is free to medical 
practitioners.) 
WESTMINSTER HOSPITAL POST-GRADUATE COURSE. 
Fripay, Sept. 30th.—10.30 a.m., Mr. Stanley Dodd: 
Extra-uterine Gestation. 11.30 a.m., Mr. C. D. 


A.M.. 





ad: Post-Menopausal Hemorrhage. 3 P.M., Dr. 
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De Souza: Ward Demonstration. 4.30 pP.m., Mr. 
G. Mullally : Diseases of the Colon. 
SATURDAY, Oct. Ist.—11 A.M., at Springfields Mental 
oes poe Dr. R. Worth : Mental Cases. This course is 
mn only to men graduates. It is organised by the 
Fellowship of Medicine and Post-Graduate Medical 
Association, 1, ‘impole-street, W.1, from whom 
further particulars can be obtained. 
FELLOWSHIP OF MEDICINE AND 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

Monpbay, Sept. 26th, to SATURDAY, . lst. 7 ESTMINSTER 
HOSPITAL, s.w. Post-graduate course in General 
Medicine and Surgery. All day. Open to men 
graduates only. (See above.)}—BETHLEM ROYAL 
HospITraL, Monks Orchard, Eden Park, Beckenham. 
Tues. and Frid., at 11 a.m., Demonstration in Psycho- 
logical Medicine. (Open only to Members of the 
Fellowship.) 

MANCHESTER ROYAL INFIRMARY. 

TUESDAY, Sept. 27th.—4.15 p.m., Mr. H. H. Rayner: 
Treatment of Cancer of the Rectum. 

Fripay.—4.15 P.m., Dr. P. B. Mumford : Demonstration of 
Dermatological Cases. 

CENTRAL LONDON 7: aa THROAT, AND EAR HOSPITAL, 
Gray’s Inn-road, W.C 

FriIpay, Sept. 30th. lh P.M., Mr. J. D. McLaggan: Tuber- 

culosis of the Larynx. 


POST- — DUATE 


Appointments 


CHAPMAN, W. STANLEY, M.D. Lond., F.R.C.S. Eng., has aete 
appointed R.M.O. Bolingbroke Hospital. 

WitiiaMs, D. A. J., L.R.C.P.Lond., M.R.C.S., Certifying 
Surgeon under the Factory and Ww orkshop Acts for the 
Tregaron District of the County of Cardigan. 





For further information refer to the advertisement columns 
Archway Hospital, Archway-road, Highgate, N.—Asst. M.O. 


50. 

Belgrave Hospital for Children, 1, oe road, S.W.—Two 
H.P.’s and H.S. Each at rate of of £10 

aw *% Green Hospital, Cambridge-road. Eto Asst. M.O.’s. 


Brighton Sanatorium and I } '-tuaaaae Disease Hospital.—Jun. Res. 
M.O. At rate of £150 

Bromsgrove, W orcestershire wontet Hospital, Barnsley Hall.— 
Second Asst. M.O. £350 

Cancer Hospital, Fulham- road, S.W.—H.S8. At rate of £100. 

c —, Kent and Canterbury Hospital. —H.S. At rate of 


5. 
Central London Ophthalmic Hospital, Judd-street, W.C.—Asst. 
Surgeon. 
Chester, East Lancashire T Colony, Barrowmore Hall, 
Gt. Barrow.— Asst. At rate of £275. 


M.O. 
Colchester, Severalls Mental Hospital.—Jun. Asst. M.O. £510. 
Dutlin, Mercer’s Hospital_—Hon. Visiting Surg.; also Radio- 


logist. 

East London H ital for Children, d&c., Shadwell, 
Seago on to Nose, Throat, and Ear Dept. 
£12 Also Asst. Physician. £40. 

Glasgow ‘Eye Infirmary.—Clin. Assts. Each £35. 

Halifax Royal Infirmary.—tThird H.S. At eate ot £150. 

Hertford County Hospital.—H.S. At rate of £20 

Hospital for Consumption and Diseases of the Chast, in 
S.W.—Asst. Res. M.O. At rate of £150. Three H.P.’s 
H.8.,and Jun. H.P. Each at rate of £50. 

Hosptial for Epilepsy and Paralysis, Maida Vale, W.—Res. 
M.O At rate of £150 and £100 respectively. 


. and H.P. 
Also Hon. Anesthetist. 

-street, W.C.—H.P. 
W.—Res. M.O. At rate of 


E.—Asst. 
Res. H.P. 


Hospital for Sick Children, Great 
and H.S. Each at eats of —-_ 
ie for Women, Soho-square, 


100. 
Hospital of St. John and St. Elizaheth, 60, Grove End-road, N.W.— 


Anesthetist. £50. 
Hore, a | Chichester Hospital.—Jun. H.P. At rate of £50. 
I East Suffolk and Ipmrich Hospital—H.S. #2120. 
poancth Hospital, Brook-street, S.E.—Asst. M.O. £350. 
Leaminaton Spa, Warneford General Hospital.—Res. H.S. and 


H.P. Each £165. 

Liverpool, Alder Hey Children’s Hospital, West Derby.—Sen. 
Asst. Res. M.O. £400. 

er a. ra. Paul’s Eye Hospital, Oldhall-street.—H.S. At rate 
o 

London Look Hospital, 91, Dean-street, W.—Sure. Reg. #100. 

Maidst ne, Kent County Mental Hospital.—Asst.M.O. £509. 

Manchester, Ancoats Hospital.—Asst. Pathologist. £200. Also 
H.S. Atrate of £100. 

Manchester, Royal Children’s Hospital, Pendlebury.—Res. M.O. 
At rate of £125. 

Met titan Hospital, Kingsland-road, E.—Sen. 
HP .’s and two Cas. O.’s. Each at rate of £100. 

Mile End Hospital, Bancroft-road, E.—Asst. M. £350. 

Miller General Hospital, Greenwich-road, S.E.—Hon. Surgeon to 
Nose, Throat, and pet ee pt. 

Paddington Green Children’s Hospital, W.—H.S. 
£150. Also Two Clin. Assts. to Special Depts. 

Park (Fever) Hospital, Hither Green, S.E.—Res. 
£1100. 


and Jun. 


At rate of 
Med. Supt. 





Princess Beatrice Hospital, Richmond-road, Earl’s Court, S.W. 
Res. M.O. At rate of £110. 
Queen Charlotte’s Maternity Hospital, Marylebone-road, N.W.— 
Res. M.O. for Isolation Hospital, Hammersmith, W. '£200. 
——— gee for Children, Hackney-road. 


ous ~t.. , B. —Ophthalmic 


Rhondda 1 U = District Council.—Temporary Asst. M.O. and 
Asst. School M.O. £500. 
Royal Army Medical C 8.— 25 poemenens Commissions. 
Royal Eye Hospital, St. *s-circus, S.E.—Eighteen Clin. 
Assts. Pathologist, 2100. Twelve Refractionists for L.C.C. 
— > a 280. Also Nine Hospital Refractionists. 
Royal Fi Tree Ho » Gray’s Inn-road, W.C.—Res. Cas. O. At 
rate of £150. 
Royal London Ophthalmic pees. City-road, E.C.—Two 
Out-patient Officers. Each £ 
Royal Society, Burlington adn or. — Lawrence Research 
Studentship. £200. 
Royal Waterloo Hospital for Children and Women, W aterloo-road , 
S.E.—Hon. Clin. Asst. 
St. Helens County Borough.—Asst. M. ‘a H. £600. 
St. Leonard’s Hosnital, Hoxton-street, N.—H.P. At rate of £80. 
St. —," -on-Sea, ‘Buchanan Heaptial. —Sen. H.S. At rate 
0 
St. Mary Islington Hospital, Highgate Hill, N.—Asst. M.O. 
25 
St. Pancras Hospital, Pancras-road, N.W.—Asst.M.O. #2250. 
a a? Hospital for Children, Sydenham, S.E.—Jun. Res. 
1.0. At rate of £120. 
Staffed. Staffordshire General Infirmary.—H.S. and H.P. At 
rate of £200 and £150 respectively. 
Sutton and Cheam Hospital.—Res.M.O, £150. 
Western Ophthalmic Hospital, 155, Marylebone-road, N.W.— 
Hon. Asst. Surgeon. 
West London Hospital, Hammersmith-road, W.—Hon. 
thetist. Also Dermatologist and Physician. 
Westminster Hospital, Broad Sanctuary, S.W.—Asst. H.S. 
rate of £52. 
Wolverhampton Royal H: 
Dept. At rate of £1 
The Chief Inspector of ae announces vacant appoint- 


ments for Certifying Factory Surgeons at Ulceby (Lincoln) 
and Guiseley (York). 


Births, Marriages, and Deaths 


BIRTHS 
CURWEN.—On Sept. 17th, at Hove, the wife of Dr. E. Cecil 
Curwen, of a daughter. 
HoOBBs. —On Sept. 16th, at Old Court, Ealing, the wife of 
Dr. Hobbs, Woodville-road, Faling, of a daughter. 
MACRAkE. rod Sept. 16th, at Colinton, Scotland, the wife of 
Alexander Murray MacRae, West African Medical Staff, of a 


Anees- 
At 
pas. for Ear, Throat, and Nose 








daughter. 

MCALEER.—On Sept. 10th, at Reay Bank, Helensburgh, the wife 
of Dr. T. B. McAleer (Nigeria), of a daughter. 

Pyrer.—On Sept. llth, at Rhodes, North Berwick, the wife of 
Major J. C, Pyper, O.B.E., I.M.S., of a daughter. 

STEEL.—On Sept. 13th, at a nursing home. the. wife of Dr. 
W. Deane Steel, Henwick-road, Worcester, of a son. 


MARRIAGES 
TAYLOR—PEARSON.—On Sept. 17th, at the Church of St. Bartho- 


lomew-the-Great, Hermon Taylor, M.Ch., F.R.C.S., to 
Méarie Amélie, second daughter of Mr. and Mrs. A. M. 
Pearson, of Stamford -hill, N. 

DEATHS 

FREEMAN.—On Sept. 15th, at Angel Corner, Bury St. Edmunds, 
Colonel Ernest Carrick Freeman, C.M.G., late R.A.M.C., 
aged 72. 

Hopeson.—On Sept. 13th, at Chalgrave, Exmouth, J. 
Willoughby Hodgson, 0.B.E., M.D., aged 75. 

MACGILLIVRAY.—On Sept. 17th, at Glencairn-crescent, Edin- 
—— Charles Watson Macgillivray, M.D., F.R.C.S. Edin., 
agec 

Ross.—On Sep t. 16th, at the Ross Institute, Putney Heath, 
S.w. "Colonel Sir Ronald Ross, K.C.B., K.c.M. G., F.R.S., 
Nobel Laureate, I.M.S. (retired), aged 75. 

Simson.—On Sept. Pi suddenly, Sir Henry John Forbes 
Simson, K.C.V.O., M.B., C.M., F.R.C.S. Edin., F.R.C.P. 
Lond., F.C.0.G. , of Grosvenor-square, W., aged 59. 

SYMONDS. “On Sept. 14th, at Rowney, Mount Park, Harrow- 
on- the: a Sir Charters James Symonds, K.B.E., C.B., 
M.S., F.R.C.S., LL.D., Consulting Surgeon to Guy ’s Hospital, 
aged 80. 

Ww a. —On Sept mY Mohammed Abdul Wajid, M.D., 

F.R.C.S.E., Ar 7 iv Ch.B., D.P.H., F.R.F.P.S.G., of 
Harley-street, aged 4 
N.B.—A fee of 78. 6d. is ae for the ~ “pre of Notices of 
Birtha, Marriages, and Deaths. 





HARROGATE NEW GENERAL HospPITaL.—On Satur- 
day last the Princess Royal opened this institution, 
which has cost £110,000. The administra‘ion block is 
in the centre of the building, and the two-storeyed wings 
have accommodation for 114 patients. The out-patients’ 
department is entirely self-contained. The 50 nurses are 
housed in a building of three floors. 
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THE NEW CLASSIFICATION OF WATERS 
By S. Jupp Lewis, D.Sc., F.I.C., Ps.C. 





UNTIL the early part of last year there was perhaps 
no part of the study of natural medicinal waters 
more disappointing than their classification. Literally 
scores of systems of classification had been suggested ; 
some depending on their chemical properties, some 
on their concentration, some on their electro-con- 
ductivity, some on their principal medicinal properties, 
but none appears to have satisfied any wide class 
of readers nor to have given complete satisfaction 
to the originators. 

Happily a committee, appointed by the Inter- 
national Society of Medical Hydrology, has now been 
able to propose a new classification which seems 
to have found universal favour. It is significant that 
those who had fostered systems of classification of 
their own have expressed their unqualified approval, 
and no one has levelled any serious criticism of it, 
either as a whole or in its details. One may assume, 
therefore, that this exceptionally thorny question 
has been settled. 

The Scheme 


The classification is threefold : chemical, physical, 
and medicinal. A formula by which the prescribed 
classification is expressed has been devised. Thus, 


Medicinal.—Aperient alterative; surface action stimu- 
lant; inhalation; rheumatism, chronic catarrh; children. 
(See also Medicai Review, 1912, vii., 45.) 


WATER NO, 2 

Chemical.—Composition: calcium, bicarbonate. Ionic 
concentration: N/1000. Total=11-0; Ca, 2-9; Mg, 1-6; 
Mn, 0-004; Cl, 1:1; HOCO,, 4:2. Reaction: alkaline; 
pH=9-2. Gaseous, nitrogen. 

Physical.—Thermal, 22° (72° F.). Radio-active. 

Medicinal.—Diuretic, solvent; surface action sub- 
thermal, sedative; fibrositis, gout, renal insufficiency. 


Expressing the concentration in terms of milli- 
normality enables one to make comparisons of waters 
in every direction ; thus in these examples Ca : Ca = 
71:29 (ie., 24 to 1); Cl: Cl=153: 1-1 (140 to 1); 
Cl: Ca = 153: 71 (2 to 1); Ca: total =71 : 320 (nearly 
1 to 4) in No. 1, or 2: 11 (1 to 4) in No. 2 also; 
but Cl : total = 153 : 320 (1 to 2) in No. 1, or 1-1: 11 
(1 to 10) in No. 2. It is easy to visualise the desired 


ratio at a glance. 
Advantages 


It is very desirable that this classification should 
| be followed in this country as closely as possible. 
| It serves the prime purpose of classification—namely, 
|to enable comparison of one water with another. 

It is perhaps unique in making provision for presenta- 
tion of valuable elements occurring in only very small 
| quantity which have received far too little attention 
|in the past. This is exemplified with two elements 





in the chemical classification the composition is given | in the foregoing examples—namely, iodine in the first, 
in terms of one or more of its dominant or most | 0-006, and manganese in the second, 0-004. When 


active elements—for example, chloride, calcium, iron, 
or arsenic—while elements which are subsidiary 
chemically, but of medicinal interest, may be added 
in brackets. The concentration is given in terms of 
milli-normality (N/1000)—an expression familiar to 
all in chemistry—and the number or numbers so 
derived show at a glance the “strength” of the water. 
The “ reaction,” which in many cases is more or less 
alkaline, is given precisely in terms of the pH value 
of the water. In this way all that the physician 
needs to know regarding the classification of the 
chemical properties of the water is seen at a glance. 
It constitutes an epitome of the whole analysis. The 
gaseous properties of the water are also presented. 

Provision is made for exhibiting the physical 
properties of the water, chief among these are the 
temperature of the water at the source, its tonicity, 
radio-activity, and occasionally its colloidal properties. 

The medicinal classification should be based on 
analytical data and clinical experience, and be 
expressed in not more than ten words, using well- 
recognised descriptive terms, such as (for their 
internal action) aperient, diuretic, solvent, alterative, 
tonic ; and (for their external action) temperature 
effects, sedative, stimulant, counter-irritant. Dis- 
orders for which the water is particularly indicated 
should then be named—for example, dyspepsia, 
rheumatism, neurasthenia, eczema. When desired 
this classification may be followed by directing the 
reader to reports in which the medicinal properties 
of the water are more fully discussed. The limitation 
to ten words may appear restrictive at first sight, 
but actually they are more than are used commonly 
as the headings of a classification. 


The main idea is to present to the physician a | 


it is considered that iodine in so small a quantity as 
46 parts per 1000 millions of London water determines 
the health of the community in certain aspects, 
| especially in avoiding goitre, and that manganese 
in similar proportion will influence the productivity 
of many plants, these small quantities cannot possibly 
| be by as of no significance. 

| It is desirable that increased attention should be 
| paid to the international direction that ‘‘ the medicinal 
| classification should be based on analytical data ”’ 
as well as on clinical experience. The science and 
practice of analytical chemistry have made such 
| strides during the last few years that analyses made 
|a@ generation ago cannot be considered adequate to 
| modern requirements of medicine. Numerous pub- 
| lished analyses of springs give nothing beyond data 
relating to those elements present in largest proportion, 
those elements occurring in small quantity being 
| wholly neglected. Difficulties experienced formerly 
in their discovery have been entirely removed since 
the introduction of the modern quartz spectrograph 
and recent methods of micro-analysis. Prof. M. 
Loeper! believes that the réle of boron in waters 
is important, and shows that it is found in 11 out of 
12 nch waters examined. I found boron by 
means of the spectrograph in the majority of British 
waters of various kind, and raised the same question 
18 years ago.* One may also learn, from the work 
of W. Brenchley and others, that ‘‘ the function 
of boron ”’ (1 in 12,500,000 to 1 in 25,000) “‘ in the 
case of the broad bean appears to be probably nutritive 
rather than catalytic, since a supply is required 
throughout the life of the plant. A parallel is drawn 
between the action of boron on plants and the 














| vitamins on animal life ” (Lewis *). 


bird’s-eve view of the essential properties of a water| The new classification exhibits all important 


from every angle. 
An Example 


How well this new classification works may be 
judged from the two following published examples 
taken from the International Register of Spas and 
Medicinal Waters. 

WATER NO. 1 

Chemical.—Composition: chloride, calcium (Br). Ionic 
concentration: N/1000. Total=320; Na, 87; Ca, 71; 
Cl, 153; Br, 0-7; I, 0-006. Reaction: Normal; pH=7-6, 

Physical.—Cold, 10° (51° F.), hypertonic. 


| information common to the vast majority of natural 
| waters, and hence it is as much as can be done on an 
| international basis ; but it also gives space for adding 
| details of special character—for example, for describ- 
| ing the biological activities of a water; its colloidal 
aes its liability to change or otherwise by 
| bottling; and other features of local interest. 


» Arch. of Med. Hydrology, May, 1932. 
| * Jour. Soc. Chem. Ind., 1916, xxxv., 661. 
| * Arch. of Med. Hydrology, 1924, p. 188. 
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One other subject is receiving much attention— 
namely, the ‘‘ freshness ’’ of waters and the desirability 
of taking them at the source. It has not yet been 
definitely determined what constitutes ‘‘ freshness ” 
in all cases, but in some radio-activity, colloidal 
properties, and electrical conditions explain certain 
of the phenomena observed. 





REDUCTION OF TUBERCULOSIS MORTALITY 
IN A HUNGARIAN TOWN 


In 1925 the town of Pesterzsébet stood thirty-sixth 
in the list of 52 towns in Hungary as regards the 
mortality from tuberculosis. In 1931 the town stood 
first. The fact deserves record, as Dr. Eugen Szalai, 
the medical superintendent of the municipal lung 
clinic, attributes this remarkable progress to the 
systematic use of a vaccine. In a recent article? 
Dr. Szalai sets out some details of the course of the 
reduction of the mortality from tuberculosis in the 
town, and in meeting sundry criticisms builds up a 
strong case for attributing it to the prophylactic 
and therapeutic use of Friedmann’s vaccine. In 
1925 the mortality from tuberculosis in Pesterzsébet 
was 2-9 per 1000, and in 1931 it was 1-1, while in 
Pest, the commercial and industrial part of Budapest, 
the rate was 2-9 per 1000 in 1925 and 2-3 in 1931. 
A criticism made of the figures has been that deaths 
of inhabitants of Pesterzsébet occurring in other 
towns have been omitted, and Dr. Szalai set himself 
the gigantic task of tracking down the actual dwelling- 
places of all patients dying from tuberculosis in his 
city andin Pest and itssuburbs. He shows that on this 
basis citizens of Pesterzsébet, wherever they died of 
tuberculosis, showed a mortality-rate from this 
disease of 4°15 per 1000 in 1925, and only 2°3 in 1931, 
while similar res for Pest show only a small 
decrease from 2-36 in 1925 to 1-96 in 1931. The 
next point he makes is in answer to the criticism 
that his results are due to general hygienic measures. 
He emphasises that Pesterzsébet is a _ relatively 
unhygienic town. Only r cent. of those dying 
from tuberculosis there pn than one room 
for the whole family, and only 1 per cent. of the fatal 
cases had a room of their own. In contrast to this 
he takes the town of Kleinpest, a neighbour munici- 

ty of Pest, and adjacent to Pesterzsébet. Kleinpest 

a large garden suburb, where at least a third of 
the population live in excellent surroundings, with 
houses of two to three rooms. The inhabitants are 
mostly employees of the postal and railway services 
and in receipt of a steady income. Thanks to these 
hygienic surroundings the mortality from tuberculosis 
in Kleinpest has slowly decreased from 1-9 per 1000 
in 1925 to 1-55 in 1931, but actually the decrease 
in the town where Friedmann’s vaccine is used amid 
bad social and hygienic conditions is still greater, 
and the rate in 1931 is lower. A further point made 
by Dr. Szalai concerns the mortality from tuberculous 
meningitis. In 1931 eight children died from this 
complaint in Pesterzsébet, none of them having 
received the vaccine; while of 1723 children who 
were vaccinated with this material, either because 
they were suspected of having tuberculosis or because 
they were forced to live in the same house as a case 
of open tuberculosis, not a single one has become 
seriously affected. Dr. Szalai found that two towns 
in Hungary besides Pesterzsébet had shown some 
though less remarkable improvement in mortality 
from tuberculosis. In one of these he discovered 
that a large number of the “inhabitants’”’ were 
actually inmates of a large jail where, thanks to 
hygienic measures, a great decrease in tuberculosis 

recently been effected ; while in the other place 
Friedmann’s vaccine was also being used, —— 


! Manch. med. Woch., sagt 26th, 1932, Pp. 1389. 








not so systematically as in Pesterzsébet. Dr. Szalai’s 
investigations certainly merit attention. Details of 
his methods have been given in a previous paper ?; 
he emphasises here the relative cheapness of the 
scheme and the complete harmlessness of the 
vaccine. He claims that if every early case 
of tuberculosis and every suspected case were 
inoculated, especially in childhood, tuberculosis 
would be irradicated completely in a comparatively 
short time. 


STAGECRAFT FOR HOSPITAL 
ENTERTAINMENTS 


THE Christmas entertainments in hospitals, pre- 
paration for which ye A begin almost with the autumn 
session, are as a rule very successful. Thi :may 
be due to the goodwill of the audience in wards 
or out-patient departments, as well as to the intrinsic 
merits of the performance. Generally the individual 
artists are prepared to take great trouble in rehearsal, 
and if the turns lack polish, it is because the producer 
lacks technical equipment and knowledge. To meet 
his present needs a course of dramatic production will 
be held on alternate Sundays during the autumn at 
the Everyman Theatre, Hampstead, London, N.W. 3, 
beginning at 3 P.M. on Sunday, Oct. 9th. The course 
will include every branch of play production and stage 
technique, and programmes for staff and ward 
concerts of a simple, light, and effective nature will 
be rehearsed. The work of erecting temporary stages 
and devising settings will be demonstrated. The 
course is organised by the Little Theatre, Citizen 
House, Bath. The opening demonstration will be 
free to all interested. 


CHRONIC ARTHRITIS OF THE HIP 


THE work of the late Dr. Louis Duvernay on chronic 
osteo-arthritis of the hip has provided his son Dr. J. 
Graber-Duvernay with the basis for a memoir of 
170 dealing with all phases of the treatment 
of condition.’ The first two sections are devoted 
to a discussion of accepted principles of medical and 
surgical treatment. e use of drugs, the elimination 
of septic foci, vaccine therapy, general principles of 
hygiene, physiotherapy and Soleetibenener are con- 
sidered in the medical section, and the indications 
for trochanteric osteotomy, bifurcation osteotomy, 
arthrodesis, and arthroplasty are dealt with in the 
surgical section. The third section is the only part 
of the paper which has any claim to originality. A 
palliative operation is described which may be 
performed under local anesthesia and is therefore 
applicable in patients too old and too fragile to with- 
stand the shock of a major operation. Apart from 
certain minor modifications, the operative procedure 
is that which was described in 1919 by Robertson- 
Lavalle for the treatment of tuberculous joints. 
A small incision is made over the base of the great 
trochanter, the neck of the femur is drilled, and a 
long thin bone graft driven through the drill hole. 
Robertson-Lavalle advocated the use of an autogenous 
bone graft, but in osteo-arthritic joints Duvernay has 
found that a boiled beef bone graft 5 mm. wide and 
6 cm. long is equally effective. In three cases the 
femoral neck was drilled and no bone graft used. 
It is claimed that by this operation a local hyperemia 
is induced which relieves the pain, increases ‘the range 
of movement, and augments the palliative effect of 
external thermal applications. The author attempts 
to provide a sound re. basis for the operation 
by quoting the work of Leriche and Policard who have 
shown that sclerosis of bone is the result of impairment 
of its blood-supply. On these grounds, it is argued 
that the drilling of the neck of the femur will give 
rise to hyperemia which will reduce the degree of 
sclerosis of the femoral head and therefore relieve 
the = It is unfortunate that no radiographic 





* Ibid., 1929, Ixxvi., 1538. 


* Ov en est le traitement de | *arthrite + a de la hanche ? 
Lyon: Soc. anonyme de l’imprimerie. A. Rey. 1932. 
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evidence is brought forward to support the theory. 
Moreover, it is curious that in the first case recorded, 
the drill hole and graft were badly placed and instead 
of lying in the femoral neck, the graft is situated 
horizontally in the upper shaft of the femur at the 
level of the small trochanter; and yet it is claimed 
that there was complete restoration of joint movement, 
relief of pain, and a 90 per cent. improvement in the 
condition of the joint, which had been maintained 
when the patient was re-examined 12 months later. 
Ten cases are described in detail and all of the results 
are said to be satisfactory. In none of the cases 
has a sufficient period of observation been maintained 
to convince the reader that the improvement will be 
lasting. It is difficult to believe that simple drilling 
of the neck of the femur can permanently alter the 
vascular relationships of the bone, and since we know 
that transplanted beef bone is fairly rapidly absorbed, 
and the host bone restored to its original condition, 
it is not easy to see how drilling and grafting can give 
rise to more than a temporary alleviation of symptoms, 
even if it be accepted that the hyperemia so induced 
does in fact give rise to the degree of improvement 
which is claimed. 


A QUESTION OF ASSESSMENT 


A PRACTITIONER asks whetber he is entitled to 
deduct from his income-tax return some very heavy 
medieal fees paid with the object of being kept fit 
for work—which would otherwise have been impos- 
sible. The point, we are informed, is dealt with quite 
definitely in the Income Tax Acts. Among the rules 
governing Schedule ‘‘ D”’ is to be found one which 
states that no sum shall be deducted in respect of 
any disbursements or expenses of maintenance of 
the parties, or of any sums expended for private 
purposes distinct from the purposes of the vocation. 
The passage is somewhat involved and may be misread, 
but in yg it definitely excludes medical treat- 
ment of the tax-payer, although on common-sense 
grounds the retention or regaining of a healthy bodily 
condition might well be regarded as essential for 
professional work. 


NATURAL RADIUM WATER 


“A. B.,” having read the article entitled Radium 
as a Pharmaceutical Poison, by Dr. H. A. Colwell 
and Prof. Sidney Russ, in THE LANCET of July 23rd 
(p. 221), writes to ask whether the continued internal 
use of natural radium waters, or of water containing 
thorium, is devoid of risk, especially the risk of 
provoking cancer. We are assured that there is 
no evidence to show that any body of people have 
been harmed by drinking pure natural waters which 
contain radium and thorium. The references in the 
article mentioned were to the occurrence of sarcoma 
following the drinking of water in which the natural 
radio-active content had been artificially raised. 
Presumably if it had been raised with thorium to 
the same radio-active degree as with radium the 
results would have been similar, but there seems no 
reason for apprehension where a natural product is 
in question. 


EARLY SIGNS OF MAJOR MENTAL DISORDERS 


AT a meeting of the Paddington Medical Society, 
held on Sept. 13th, Dr. Frederick Dillon spoke of 
Early Signs of Major Mental Disorders from the 
point of view of the practitioner. He said that 
such early symptoms as depression, excitement, and 
insomnia were apt to be overlooked owing to their 
protean character and the circumstances under 
which general practice had to be carried on. They 
were, however, of great significance, and at a time 
when a patient was still engaged in a struggle to 
preserve his normal reactions, were liable to be 
productive of serious consequences. Early depression 
at a stage when the psychomotor functions were 
still active might easily end in suicide. The early 
stages of excitement might lead an individual into 


Insomnia was never a pathological condition in 
itself : it was the signal of a more far-reaching state of 
mind. Dr. Dillon compared the relative value 
of hypnotic drugs in the early Ly meer ys and expressed 
the opinion that the danger of habit formation might 
easily be exaggerated. In the discussion which 
followed, Sir John Collie deplored the tendency to 
overstress the medico-legal difficulties of certification. 
The “ stigma ” involved in certification might some- 
times be best overcome by ignoring it. In any case 
early treatment might demand certification, and 
practitioners should not shirk their responsibilities in 
this respect. 

A WARNING 


WE are asked by the Chief Constable of South 
Shields to draw attention to a man who represents 
himself as ‘‘ Dr. John Alexander Tolmie.”’ This man 
is said to be identical with Andrew John Gibson, who 
has a number of convictions for obtaining money 
by fraud, &c., in New South Wales, at San Quentin 
(California), San Francisco,Durban, and Johannesburg, 
and at the Hants Assizes (from Bournemouth). In 
South Shields he got into conversation with a local 
practitioner, and was introduced by the latter to 
his bank manager, to whom he presented a bogus 
deposit certificate demand note for $10,000, drawn 
on the Provincial Treasurer’s Office, Edmonton, 
Canada, and was given a cheque book containing 
30 cheques, Nos. H/2 A. 17731 to 17760 (inclusive). 
He cashed a number of cheques and is now wanted 
on warrant. He also entered into an agreement 
for partnership with the local doctor. 

‘Dr. Tolmie,”’ is described as : aged 52 years, 
height 5ft. 74 in., or eg fresh, hair grey, eyes 
grey, small cyst on right side of face, indistinct dot 
on right forearm. It is desired that should he visit 
any practitioner information be immediately given 
to the local police. 

INTERMITTENT HEADACHE IN WoMEN.—We are 
asked to state that the estrogenic hormone isolated 
from the placenta and physiologically standardised 
by Prof. r. B. Collip at McGill, under the name 
emmenin, may be obtained directly in this country 
from the Glaxo Laboratories, 56, Osnaburgh-street, 
London, N.W.1. 











EssEx Country HOospIraL, COLCHESTER. — The 
Bishop of Chelmsford last week dedicated the chapel in 
the new nurses’ home, which has been erected in memory 
of the late Mrs. Leeston Smith. 


YORKSHIRE CRIPPLE CHILDREN’S HomeE.—This - 
home, which is situated at Kirby Moorside, has established 
a factory for the manufacture of the surgical appliances 
needed by the patients. 


PLYMOUTH PAYING PATIENTS AND INSURANCE 
ScuHEME.—A scheme with this title, sponsored by Plymouth 
Voluntary Hospitals Committee, will come into operation 
on Nov. Ist. It owes its inception to the desire of many 
persons who are debarred by the income limit from partici- 
pation in the local penny-in-the-pound scheme. The plan 
is intended to assist people to pay the costs of their medical 
and surgical attention in any medical institution “‘ if accepted 
at any such institution, whether in the general or private 
wards of a voluntary hospital or in a nursing home.” The 
nursing home or hospital used must be fully recognised by 
the committee, and certain illnesses will be excluded. There 
is no income limit, residence in the Plymouth area is not a 
necessary qualification, and any recognised institution in 
the United Kingdom can be used. The annual subscription 
is a guinea a year, and the benefits are as follows: (a) £6 
a week up to a maximum of four weeks towards costs allowed 
for an operation or serious illness in a voluntary hospital ; 
(6) not exceeding £6 a week up to a maximum of four weeks 
towards costs allowed in a nursing home for an operation ; 
(ec) grant towards cost of maintenance as approved by the 
committee up to £6 per week for four weeks for a serious 
illness other than an operation in a nursing home. The 
maximum benefit in any one year is: Group A, single 
person, £26; group B, family of two, £60; group C, for 
each additional member over two in family, add £12. 





antisocial or other misdeeds of serious consequence. 


General practitioners’ fees are not included. 





